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Balfour, D. C.: The Utility of the Rubber Tube in 
Intestinal Surgery. Surg., Gynec. & Obst., 1920, 
xxxi, 184. 

Technical difficulty and high risk are always 
factors in intestinal operations for malignancy, such 
as resections of the sigmoid, rectosigmoid juncture, 
or upper rectum. Among mechanical devices which 
modify these factors favorably the rubber tube has 
proved of distinct value as employed in connection 
with such operations at the Mayo Clinic. 

In 1910 Balfour described the technique of ‘‘tube 
resections” of the sigmoid as then carried out at the 
Mayo Clinic where they have been employed for 
some time. The value of the tube had been recog- 
nized for a number of years by certain English 
surgeons. Modifications of the technique as de- 
scribed in this article have brought about better 
results and a definite increase in operability. Balfour 
draws attention to these facts by presenting ab- 
stracts of case reports representing some of the 
conditions in which the rubber tube has been 
employed and illustrating its utility in intestinal 
surgery. 

The tube used is 34 in. in diameter and 1% in. in 
caliber and has a lateral eye 1 in. from the upper end. 
After the resection is made the tube is passed through 
the open end of the lower segment into the rectum 
and anus where it is secured by an assistant who 
draws it downward until its upper end is brought 
below the cut end of the lower segment. The cut 
ends of the bowel are then approximated and 
fixed by two stay sutures, one at the mid-point of 
each lateral wall of the bowel. A heavy (No. 2) 
chromic catgut suture is introduced from the mucus 
side at one stay suture and continued posteriorly, 
including the muscle and mucus layers until the 
second stay suture is reached. It is then continued 
forward in the usual manner until the circular an- 
astomosis is completed. 


The tube is then passed up the bowel until its 
upper end is from 3 to 12 in. above the level of the 
anastomosis. Its correct height must be gauged by 
the ease with which it takes its position in the 
upper segment. It is then secured in its best posi- 
tion by a heavy catgut suture placed close to the 
level of anastomosis in order that it will be in- 
vaginated with the anastomosis in the next step of 
the operation. The invagination is made by support- 
ing the bowel with fine-toothed forceps which 
grasp it at points about 1 in. below the level of the 
anastomosis while an assistant draws the anastomo- 
sis downward about 1 in. into the lower segment by 
means of traction on the tube. The invagination, 
which is an important part of the operation, ap- 
pears, when completed, like a small intussusception. 
The two segments are fixed in this position by three 
or four interrupted sutures. Excellent results fol- 
low even when it is impossible to produce such an 
invagination or to unite the ends of the bowel 
perfectly over the tube, and also in cases in which 
a visible defect in the line of anastomosis is present 
(usually on the posterior side). Fecal fistula which 
may follow are insignificant and heal spontaneously. 
As a rule the abdomen may be closed without 
drainage. 

The abstracts of cases illustrating the utility of 
the tube cover such operations as resections for 
cancer of the sigmoid, diverticulitis of the sigmoid, 
the repair of fecal fistula, operations for chronic and 
subacute obstruction, resection of the transverse 
colon, and the closure of a colostomy. 

The use of the tube accords with sound principles 
of gastro-intestinal surgery. Its mechanical functions 
are called on chiefly in axial anastomosis, the closure 
of colostomies, and the repair of fecal fistula. It 
prevents distention and gross leakage when an in- 
secure anastomosis results from wide resection or 
fixed bowel segments, or both. In the invariable 
re-formation of adhesions it prevents the kinking or 
malposition that may result in obstruction by acting 
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as a splint. The successful closure of a colostomy 
sometimes requires suturing sufficient to constrict 
the lumen beyond the limit of safety. The tube 
prevents further contraction and conveys gases and 
fecal matter beyond the line of closure. It may 
prove of value also in disturbances of the gastro- 
intestinal tract resulting from malfunction of the 
neuromuscular mechanism (tonic spasm, atony due 
to sympathetic irritation, and irregular contractions 
due to parasympathetic irritation). An important 
factor in congenital dilatation of the colon (Hirsch- 
sprung’s disease) seems to be chronic spasm of the 
rectosigmoid sphincter; a method for repeated 
stretching of this sphincter, similar in principle to 
that used successfully in cardiospasm, may render 
a formidable operation unnecessary. 

Sampson Handley suggested that certain cases of 
postoperative intestinal paresis with general perito- 
nitis are due to spasm of the sphincter ot the recto- 
sigmoid juncture as well as of the long sphincter in 
the terminal and pelvic ileum. Handley relieves 
distention and obstruction in both by an ileocolic 
anastomosis (ileum to ascending colon) combined 
with a cecostomy. Balfour has found that in some of 
these cases a colostomy may be avoided by in- 
troducing a tube through the rectum beyond the 
point of spasm of the rectosigmoid. He suggests 
that in certain cases of paresis the anastomosis of 
the ileum and colon, rather than an enterostomy, 
should be given more consideration than in the past 

The rubber tube has proved a most important 
factor of safety and has brought about satisfactory 
results in the serious and difficult operations in which 
it has been employed at the Mayo Clinic. 

J. F. McDonatp. 


Taddei, D.: The Technique of Drainage in Sup- 
purations (La technica del drenaggio nelle sup- 
purazioni). Riforma med., 1920, xxxvi, 447. 


Taddei states that aseptic drainage after ample 
incision of the tissues is still the best means of over- 
coming local suppuration but that the majority of 
practitioners, other than surgeons, do not know 
how properly to drain an abscess, a phlegmon, or a 
infected wound. The reason is to be found in the 
inadequate surgical instruction of medical students, 
the lack of sufficient information on this important 
subject in the ordinary medical and surgical text- 
books, and general ignorance regarding modern 
surgical physiopathology. The information in text- 
books does not give the minute technical details of 
the drainage of phlegmons, etc., or the fundamental 
facts upon which such drainage should be based. 

In this article Taddei briefly describes the details 
of the technique of drainage in the treatment of 
common local suppurative infections. Tubular 
drainage, he believes, should be used only when a 
suppurating cavity is to be drained, when it is 
impossible to make a large opening, or when the 
drain cannot be safely inserted at the lowest point. 
The use of a tube drain, unless there is some ana- 
tomical reason for it, is an error. 


The introduction of gauze into a suppurating 
cavity insufficiently opened is a blind and dangerous 
procedure. The best method of determining how and 
where gauze should be inserted is to introduce a 
gloved finger. 

Taddei emphasizes the necessity for the radical 
treatment of any local suppurative process which 
persists in spite of conservative treatment a3 such 
a suppuration is a grave menace to the body. 

A. BRENNAN. 


Taylor, R. T.: An Effort to Standardize Surgical 
Mensuration. N. York M. J., 19209, cxii, 109. 


It is advisable that any device adopted for re- 
cording motion should be applicable to all joints. 
In addition it should be simple in construction, 
inexpensive, and easy to use, so that the varia- 
tions between the readings made by different persons 
will be slight. 

Four comparative records are required in involved 
and uninvolved extremities and joints on the two 
sides, viz.: (1) the length of the extremities; (2) 
the circumference of the extremities; (3) the motion 
of each joint; and (4) the position of the angle of 
malposition in ankylosis or partial ankylosis on the 
spine. In addition, the extent of deviations in an 
anteroposterior or lateral direction, the limitation 
of motion in the different regions, and the amount of 
rotation in scoliosis should be recorded. 

A description and an illustration of an examining 
table are given and in several illustrations it is shown 
how the simple graduated semicircle and protractors 
for measuring joint motions are used. 

The apparatus required consists of: (1) a table; 
(2) a graduated semicircle and protractor; (3) a cot- 
ton spring tape measure; (4) a lead tape measure; 
(5) a rectangular drawing triangle; and (6) a yard 
stick. 

The following landmarks are suggested: (1) the 
suprasternal notch; (2) the tip of the xiphoid cartil- 
age; (3) the symphysis pubis; (4) the anterior 
superior spines; (5) the anterior tibial tubercles; 
(6) the malleoli; (7) the acromion processes; (8) 
the olecranon processes; (9) the styloid processes 
of the ulne; (10) the vertebra prominens; (11) the 
posterior superior spines; (12) the ischial tuberosi- 
ties; (13) the greater trochanters; and (14) the 
gluteal notch. Cart R. STEINKE. 


Vogeler, K.: Intracardial Injection (Die intrakar- 
diale injektion). Deutsche med. Wchnschr., 1920, 
xlvi, 749. 

The author reports the case of a 14-year-old 
patient who, during a laparotomy for obstructive 
ileus due to postoperative adhesions, went into 
complete collapse. By means of the intracardial 
injection of 1 ccm. of adrenalin Vogeler was able 
twice, although each time only for a short period, 
to restart the heart action and respiration and cause 
a return of consciousness. 

Intracardial injections of adrenalin have been 
given frequently, but usually the results have been 
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only temporary. Zuntz, however, has reported a 
case of operative shock in which the beneficial 
action persisted and the patient lived. 

For a single injection 14 mg. should be given. 
The maximum dose is 1 mg. Because of the rapid 
action of the adrenalin there is no danger of a 
cumulative effect and the injection may be repeated 
within a few minutes if necessary. 

The best site for the injection is in the third inter- 
space on the left side at the sternal border where 
the right ventrical may be reached. In his own case 
the author injected about 2 ccm. to the left of the 
left sternal border, but states that if the injection 
is made close to the sternum the internal mammary 
vessels will be more surely avoided. Vogeler believes 
he injected the ventricular wall and did not enter 
the ventricular cavity. The action of the pituitrin 
is to be regarded as a “lashing” of the heart. 
Additional stimulation may be given hypoder- 
mically. 

In the author’s opinion intracardial injection is 
the quickest and most powerful method of stimulat- 
ing the heart, and is indicated in cases of operative 
shock. H. V. WaGNER (Z). 


Halsted, W. S.: A Striking Elevation of the Tem- 
perature of the Hand and Forearm Following 
the Excision of a Subclavian Aneurism and 
Ligations of the Left Subclavian and Axillary 
Arteries. Bull. Johns Hopkins Hosp., 1920, Xxxi, 
219. 

In a series of very interesting papers Leriche 
has called attention to the value of what he terms 
“‘peri-arterial sympathectomy” in the treatment 
of various neuralgias, local ischemias, reflex con- 
tractures of the Babinski-Froment type, and other 
afiections. The author’s interest in Leriche’s 
work was reawakened by an observation made in the 
surgical clinic of the Johns Hopkins University only 
a few weeks before this paper was written 

In 1918 he ligated the left subclavian and carotid 
arteries near their origin from the aorta for the 
cure of a huge subclavian aneurism. For a year the 
aneurism decreased steadily in size. Then for a year 
he lost track of the patient. About two months ago 
he succeeded in tracing him and persuaded him to 
let him excise the aneurism which in the period of 
non-observation had developed a faint pulsation 
and had become slightly larger. About four hours 
after this operation, at which the aneurism was 
excised and the subclavian and axillary arteries 
were ligated, it was noticed that the left hand and 
forearm, which for two years had been strikingly cold, 
had become abnormally warm—appreciably warm- 
er than the corresponding limb. Unfortunately 
the surface thermometer belonging to the clinic 
had been broken and it had been impo:sible to ob- 
tain another. 

About five weeks after the operation the hand and 
forearm became cold again, at frst in small areas, 
but remained cold for only a day or two. On the 
sixty-n'nth day after the operation the back of the 
left hand was quite cold, whereas the left palm was 


about as warm as the right. The temperature of 
the hand and forearm varied from day to day and 
from hour to hour. Certain small and quite well- 
defined areas remained uniformly cool, while the 
hand and the forearm maintained their normal 
warmth. 

The patient was observed frequently throughout 
the year following the operation. Slowly but stead- 
ily the pulseless tumor diminished in size during 
this period. Then for a year the patient was lost 
sight of. Exactly two years after the first operation 
he returned to the hospital at the author’s solicita- 
tion. Then for the first time since the operation a 
very faint pulsation was discernible. The tumor 
measured in its transverse (frontal) diameter pre- 
cisely the same as when last seen a year before; the 
anteroposterior (sagittal) measurement, however, 
showed an increase of about 4 cm. Halsted decided 
that the aneurism should be excised, and on the 
twentieth of April, 1920, performed another opera- 
tion. About four hours after this second operation 
the hand and forearm, which prior to, and ever 
since, the first operation had been markedly cold, 
became strikingly warm. It had remained warm, 
except in certain areas, to the time this paper was 
written. 

Halsted believes it improbable that the ligation 
of the cephalic vein was in any Way responsible for 
this indubitable improvement in the circulation. 
He attributes it to vasodilatation incident to the 
ligations of the subclavian and axillary arteries— 
to the crushing of their nerves. 

GeorGcE FE. 


Ochsner, A. J., and Schneider, C. C.: Fatal Post- 
operative Pulmonary Thrombosis. Ann. Surg., 
1920, Ixxii, or. 


The authors review 37 of the most important 
monographs on pulmonary thrombosis which have 
appeared in the literature during the past seventy 
years, and analyze the causes with a view to deter- 
mining prophylactic methods. 

All authorities agree that no single cause is 
responsible for the condition, each laying more or 
less stress upon several of the following twelve 
factors, which are arranged in the order of their 
importance: (1) local infection; (2) anemia; (3) 
slowing of the blood stream; (4) subnormal general 
physical condition; (5) cachexia; (6) micro-organisms 
in the blood; (7) excess of white blood cells; (8) 
imperfect hemostasis; (9) traumatization of tissues 
with retractors, etc.; (10) injury to the veins of the 
extremities due to a badly arranged operating 
table; (11) injury to the intima of the veins; (12) 
excess of calcium salts in the blood. 

All deaths from pulmonary thrombosis occurring 
in the surgical department of the Augustana 
Hospital, Chicago, during the five years from Jan. 1, 
1915, to Jan. 1, 1920, have been tabulated, and an 
analysis has been made of the history of each case 
to determine how the thrombosis might have been 
prevented. 
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CASES OF PULMONARY THROMBOSIS 


Days 
fol lowing 
Case Sex Age Diagnosis Operation operation Predisposing Cause of Embolism 
I M 42 Osteochondroma of left ileum Excisionofosteochondroma 4 Phlebitis 
2 M 46 Gastric ulcer; cholecystitis; Posterior gastro-enterosto- Perforated ulcer with pre- 
chronic appendicitis my; cholecystectomy; ap- operative loss of weight 
pendectomy. 6 
3 F 33 Cholecystitis; retroversion; Cholecystectomy; perine- 
rectocele. orrhaphy 2 
4 F 44 Carcinoma of rectum Colostomy 3 
5 M 65 Hypertrophied prostate Suprapubic prostatectomy — 15 es phlebitis of left 
eg 
6 F 33 Gestation; third degree lace- Parturition;perineorrhaphy 14 Perineal sepsis 


ration of perineum 


7 F 51 Cholelithiasis; carcinoma of Cholecystostomy; panhys- 


Anemia; cachexia 


rec. rectum terectomy 


8 F 43 lloating kidney; cholecystitis; Nephropexy; cholecystos- 


Pre-operative loss of weigth 


appendicitis. tomy; appendectomy 12 35 lb. 


During this period 7 deaths occurred from pul- 
monary thrombosis in a series of 16,966 operations, 
or 1 death in 2,385 cases (0.042 per cent). There 
were 5,275 abdominal sections in the series, with 5 
deaths or 1 death in 1,055 cases (less than 0.1 per 
cent). Among 528 hysterectomies there was 1 death 
(less than 0.5 per cent). There was also 1 death 
following childbirth, a case in which an extensive 
perineal laceration was repaired immediately after 
delivery. As during the same period there were 
1,099 deliveries in the hospital, the mortality from 
this cause was less than 0.1 per cent. 

The accompanying table gives the important data 
concerning these cases. 

In the opinion of the authors it is probable that 
most of these deaths could have been prevented. 

In Case 1, a ligation of the femoral vein above 
the location of the phlebitis might have prevented 
the loosening of the embolus. 

In Case 2, preliminary transfusion of whole blood 
and a two-stage operation — gastro-enterostomy in 
the first stage, cholecystectomy and appendectomy 
in the second — might have prevented the formation 
of the thrombus. 

In Case 3, it is probable that the veins in the 
rectoperineal septum were unnecessarily traumatized. 

In Case 4, the veins in the mesentery of the 
sigmoid probably were traumatized unnecessarily. 

In Case 5, it is doubtful whether any precautions 
were possible beyond those which were taken as it is 
probable that the primary thrombosis occurred in 
the veins in the space between the neck of the bladder 
and the pubic bone and extended to the femoral 
vein. from which the embolus was carried to the 
pulmonary vein. 

In Case 6, it is probable that the trauma was 
caused during the delivery of the child. 

In Case 7, a preliminary transfusion of whole 
blood might have prevented the occurrence of the 
embolism. 

In Case 8, a two-stage operation — cholecystecto- 
my and appendectomy in the first stage and nephre- 
pexy in the second — might have prevented the 
occurrence of thrombosis. 


The authors call attention to the fact that during 
the same period thrombosis did not occur in the 
cases of 76 patients suffering from extreme anemia 
and cachexia who had the spleen, gall-bladder, and 
appendix removed. In all of these cases, however, 
the patient was subjected to one or more trans- 
fusions of whole blood before the operation was 
undertaken. 


ANZSTHESIA 


Berry, M.D., and others: Discussion on Anesthesia 
in Operations on the Thyroid Gland. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Anes., 45. 


Berry’s experience is based upon nearly 700 
thyroidectomies. In the first 60 cases chloroform 
only was employed. In the next 260 cases the anexs- 
thesia was induced with chloroform, or chloroform- 
ether, but ether by the open method was used during 
the rest of the administration. There was one death 
on the table. This was due to heart failure and 
occurred shortly after a change had been made 
from chloroform to ether. The condition was re- 
ported postmortem as status lymphaticus. Ether 
by the open method was employed in the last 260 
cases. 

In all cases, but especially in those which were 
very severe, the narcosis was kept very light. A 
preliminary dose of '/100 gr. of atropine was given. 
The author seldom uses morphine. 

Certain stages of the operation require special 
care on the part of the anesthetist. The dislocation 
of the tumor is a dangerous step in cases of severe 
dyspnoea, many instances of death at this period 
having been recorded. It is therefore important 
that the anesthesia should be especially light at 
this time. When the goiter is being dissected out 
there is often considerable pulling on the trachea. 
The resulting interference with respiration will be 
decreased if the surgeon allows free breathing at 
intervals. 

There are two classes of cases in which there is 
special danger, those with marked tracheal obstruc- 
tion and those with cardiac trouble. It was taught 
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formerly that patients with obstruction of the air 
passages should not be given ether. The author, 
however, has never experienced any difficulty in 
administering ether in goiter cases. If it is given 
slowly it does not cause irritation or produce 
cyanosis. In cardiac cases in which the heart has 
become affected by long-standing dyspnoea, cases 
of true exophthalmic goiter, and those fairly 
common cases of goiter which are not typically 
exophthalmic but exhibit cardiac symptoms, the 
lighter the anesthesia the better. 

The main disadvantage of administering ether 
by the intratracheal method lies in the difficulty 
and risk attending the passage of the tube in cases 
of severe obstruction, especially when the trachea 
has become displaced and narrowed. The depth of 
anesthesia necessary for this procedure is in itself 
dangerous. Otherwise the method has distinct 
advantages and produces a light anesthesia which 
is easily maintained. 

Mr. James Berry took part in the discussion from 
the point of view of the surgeon. He stated that in 
all goiter operations he has entirely abandoned the 
use of chloroform, considering that ether admin- 
istered by the open method and sparingly is by far 
the best anesthetic. The anesthetist should be on 
his guard especially in cases in which there are re- 
spiratory or cardiac complications. It should be 
borne in mind that the dyspnoea produced by 
innocent goiter is due chiefly, if not entirely, to 
direct pressure upon the trachea rather than to 
irritation of the recurrent laryngeal nerves. If the 
exact position and shape of the trachea are known to 
the anesthetist, he can often relieve the embar- 
rassment of respiration by slightly changing the 
position of the head and neck. No doubt there are 
some cases of exophthalmic goiter which are dealt 
with best by local anesthesia, but for the majority 
of cases Berry believes that light ether anesthesia 
is preferable. 

Goodall is of the opinion that the performance of 
any thyroid operation (excepting possibly simple 
ligation) under any local anesthetic is undesirable 
on psychic grounds. The administration of a local 
anesthetic containing adrenalin is positively dan- 
gerous as it is apt to induce auricular fibrillation 
and possibly ventricular fibrillation. Ventricular 
fibrillation has been the cause of sudden death in 
thyroid operations. 

The chief points to which Goodall would pay 
attention in determining the suitability, or other- 
wise, of a case for operation under an anesthetic 
are: (1) the degree of myocardial exhaustion pres- 
ent; (2) the amount of dilatation; (3) the presence 
or absence of definite myocardial degeneration; and 
(4) the height of the systolic blood pressure. In all 
cases there is a certain amount of myocardial 
exhaustion. After any operation on the thyroid the 
blood pressure tends to go up, and may become 
doubled. Under such increased pressure an exhaust- 
ed, degenerated, or excessively dilated myocardium 
may become acutely dilated or fibrillate. 


The best cases for an anesthetic and operative 
treatment are those in which there is: (1) no definite 
myocardial degeneration, (2) little myocardial 
exhaustion or dilatation, and (3) a low systolic 
blood pressure. Electrocardiographic and X-ray 
examinations, together with mapping out of the field 
of cardiac response, are essential for the estima- 
ticn of the condition of the myocardium. 

Low stated that the only cases which require 
special treatment from the point of view of anzs- 
thesia are those in which the trachea is pressed 
upon or constitutional symptoms, such as exophthal- 
mos or those indicating a heart condition, are pres- 
ent. The question as to whether a general or a 
local anesthetic should be given is still unanswered. 
In Low’s opinion the ideal anesthetic is either 
intratracheal ether or oil-ether given by rectum. 
The next best, he believes, is ether given on a mask, 
but if this is used the anesthesia must be kept light 
throughout the operation. Every precaution is 
necessary. The condition is serious and therefore 
anesthesia should be induced only by a skilled 
anesthetist. IsaABeLLA C. Hers. 


Rodriquez and Egana: General Anesthesia (Sobre 
anestesia general). Semana méd., 1920, xxvii, 577. 


In an extensive article covering the entire subject 
of anesthesia the author gives his conclusions as 
follows: 

1. The anesthetic of choice for minor surgery, 
short operations, and even extensive operations upon 
the extremities in which absolute muscular relaxa- 
tion is not necessary, is nitrous oxide and oxygen. 
The administration should be entrusted to a skilled 
anesthetist. The apparatus used must allow 
graduation of the amount given and easy regulation 
of the proportions of the two gases. It should be 
fitted with a washing bottle to take up impurities, 
bags for rebreathing as near the mask as possible, 
and inspiratory and expiratory valves of easy access 
and management. It should permit the free and 
rapid change to ether in case of necessity and the 
heating of the anesthetic gases. The Gwathmey 
apparatus is thought to fulfill these requirements 
best. 

2. For all operations in which absolute muscular 
relaxation is necessary, and especially in abdominal 
operations, anesthesia may be induced first with 
nitrous oxide and then maintained with ether. 

3. As regards danger to the patient both during 
and after anesthesia chloroform is less safe than 
ether. When it is given, however, the Esmarch 
mask and the Roth-Drager apparatus should be 
used. Chloroform is given best with ether. 

4. Open or partially open methods of inducing 
anesthesia are better than closed methods. The 
Julliard or Ferguson mask, the Davis inhaler, or the 
Obredanne apparatus are all efficient. 

5. The induction of anesthesia by intrapharyn- 
geal insufflation is of value in operations on the neck, 
face, or cranium, or those performed with the patient 
in the ventral position. In addition to the fact that 
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in this way the anesthesia may be maintained 
without disturbing the operative field, the method 
has all the advantages of open anesthesia and the 
narcosis may be controlled without any considerable 
movement of the patient. 

6. Anesthesia induced by intratracheal insuffla- 

tion is suitable for operations on the thorax in which 
a high pressure is needed, and for operations on the 
cerebellum in close proximity to the respiratory 
center in which it may be necessary to maintain 
respiration artificially because of respiratory syn- 
cope. 
7. The induction of anesthesia with a 5 per cent 
ether solution given by rectum is of value when 
combined with local anesthesia for operations on 
the face and neck. 

8. A preliminary dose of morphine and atropine 
should be given regularly in all cases before the 
inductidn of general anesthesia. 

R. MEEKER. 


Hepburn, W. G.: Stovaine Spinal Anzsthesia. 
Am. J. Surg., 1920, xxxiv, Anes. Supp., 87. 


Stovaine spinal analgesia has been used in the 
Montreal General Hospital since 1908 with uni- 
formly satisfactory results. 

The properties of stovaine as shown by experi- 
ments are: (1) an analgesic action equal to that of 
cocaine, but without concurrent vasoconstriction; 
(2) a cardiotonic action; and (3) a bactericidal 
action. 

The solution used in the Montreal General Hos- 
pital is prepared in the hospital and put up in 2-ccm. 
glass ampoules. It consists of 5 gm. of stovaine and 
5 gm. of commercial glucose in 95 ccm. of physiologi- 
cal saline solution. It has a specific gravity of 1.031 
and a neutral reaction. 

The dosage is regulated according to the patient’s 
weight, age, and vitality. The maximum dose is 
.07 gm., or 1.14 ccm. of the solution, while the mini- 
mum dose is .or gm. 

If the operation to be performed requires the 
anesthetization of only the sacral roots of the cord, 
as is the case in operations for hemorrhoids, fissure 
in ano, ischiorectal abscess, etc., the injection is 
made with the patient in the sitting position. 

If the lumbar or lower dorsal nerves must be con- 
trolled for an abdominal operation or an operation 
on the Jower extremities, the patient lies first in a 
right lateral position with the head and shoulders 
raised, if the operation is to be performed on the 
right side, and in a left lateral position if it is to be 
performed on the left side. The injection having 
been made in this position, he is immediately turned 
on his back and his hips are elevated by means 
of a bar on the table. The elevation of the hips 
and shoulders causes the dorsolumbar area to be 
most dependent. The convexity of the back is 
altered by raising or lowering the hips. After one 
minute has elapsed, sensation is tested by means of 
a sharp needle and the’solution is allowed to flow 
upward to the limit required. 


For operations below the level of the umbilicus 
analgesia is checked when the xiphoid sternum is 
reached by quickly lowering the hips to the level of 
the table. 

If an abdominal operation is to be performed 
above this level, the analgesia must be allowed to 
ascend to the level of the fourth intercostal space 
anteriorly. 

It is most important that the elevation of the 
head and shoulders should be maintained continu- 
ously from the time of the injection until six hours 
after the operation 

Care must be taken that the head and shoulders 
are never so low that the stovaine will gravitate 
upward beyond the dorsal cord as in such case it 
would produce complete intercostal paralysis and 
diaphragmatic breathing of diminished rate and 
depth. 

This method of inducing anesthesia has been 
found to be most advantageous, and whenever pos- 
sible is used in cases of diabetes and advanced car- 
diac, pulmonary, or renal insufficiency. 

The analgesia persists for from forty-five minutes 
to two hours; stovaine has been detected in the 
spinal fluid twenty-four hours after the injection, 
and traces of it have been found in the urine after 
seventy-four hours. 

Experiments reviewed by the author suggest an 
explanation for the depressive action of ether on 
the blood pressure in shock. It seems probable that 
even in the normal animal the immediate effect of 
ether is a depression of the heart. This accounts 
for the primary fall in blood pressure, but the de- 
creased heart output is soon compensated for by 
a reflex peripheral constriction and possibly by a 
distinct stimulation of the vasoconstrictor center 
by the ether. The pressure thus returns to the nor- 
mal level where it remains if the etherization is not 
carried to an extreme degree. A similar depression 
of the heart occurs in shock but the normal vaso- 
motor reactions are impaired and as the com- 
pensatory constriction fails to take place a continued 
fall in blood pressure results. 

There is some evidence that the low blood pressure 
associated with shock causes a depression of the 
vasomotor center so that it no longer reacts nor- 
mally to a fall in pressure. Secondly, there is the 
possibility that in this condition of ether sensitivity 
a maximum contraction of the arterioles is already 
present which prevents the peripheral circulation 
from compensating for the lessened output of the 
heart. The increase in the depressive effect of ether 
immediately after a severe hemorrhage must be 
explained on the latter assumption, and possibly 
also that occurring in the early stages of shock. 
This theory is supported by a series of experiments 
recently completed on the perfusion time of normal 
saline through the vessels of the hind legs of 
animals during the development of shock. A gradual 
decrease in the perfusion rate indicated an increased 
constriction of the peripheral vessels. 

IsABELLA C. HERB. 
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SURGICAL INSTRUMENTS AND APPARATUS 


Goodloe, A. E.: The Dangers, Failures and Diffi- 
culties in Foreign-Body Bronchoscopy; A New 
Instrument for Their Elimination. Am. J. 
Surg., 1920, XXXiv, 207. 

Failures in bronchoscopy for foreign bodies may 
be due to one or more of the following factors: 

1. Inexperience in the use of the required in- 
struments. 

2. Lack of mechanical skill and ability and of 
familiarity with the appearance and anatomy of the 
bronchial tree as seen through a tube. 

3. Failure to ascertain previously the size and 
nature of the body to be removed, its exact location, 
and the length of time it had been present in the 
bronchus or elsewhere. 

4. The difficulty in seeing through a tube with 
a lumen which is small and through which a forceps 
carrier is inserted. 

5. The fact that both hands must be used to 
hold the instrument, one to hold the tube and the 
other to manipulate the forceps. This requires 
harmonious action, which necessitates much practice. 

6. The fact that in some instances the forceps 
at first selected will not grasp the object and must 
then be withdrawn and replaced by another pair. 
This substitution means a loss of time which often 
jeopardizes the patient’s life. 

7. The obscuring of the light at the distal end of 
the tube by mucus, blood, etc., or by the forceps 
carrier. A tube with the light reflected from with- 
out, at the proximal end, is cumbersome and renders 
it necessary for the operator to work between the 
light and the foreign body to be removed. 

8. The pushing of the object further down the 
bronchi, due to the failure of the forceps to pass it 
successfully because of lack of room or unskillful 
manipulation. 

9. The crushing of the foreign body. As a result 
of crushing, particles which are too small to be 
removed are left behind and set up inflammation. 
This occurs quite frequently when the foreign bodies 
are of vegetable composition. 

The first three obstacles to success enumerated 
may be overcome by practice and patience. The 
others may be eliminated, at least in the majority of 
cases, by the use of the instrument described in this 
article, the advantages and features of which are 
outlined’as follows: 

1. The instrument is a combined bronchoscope 
and forceps so constructed that it will grasp prac- 
tically any object of any shape and any size that 
may find its way into the trachea or bronchi and in 
the majority of cases does away with the use of 
forceps of many and various shapes and sizes in- 
serted through the barrel. 

2. Vision is had at all times, whether the forceps 
is closed or open, as no instrument is passed through 
the barrel. 

3. No shadows are cast upon the object on the 
field of operation or within the barrel. 


4. The instrument will grasp and hold almost 
any object, whether it is hard and round like a glass 
ball, or soft like a peanut, for it does not depend 
upon the same principle as other forceps. It has 
only one thin jaw which passes over the object, 
closes up the tube behind, and works the object up 
to the barrel or, if small enough, into the barrel. 

5. It is easy to determine when the object to be 
removed is reached as the forceps can be lifted up 
and down by the trigger-like motion of the index 
finger and this will cause the foreign body to move. 

6. There is much less danger of driving the 
foreign body further down into the deeper bronchi 
than with other bronchoscopes as in this instru- 
ment there is only one thin forceps blade, instead of 
two, to pass the object, and this blade is parallel to 
the wall of the bronchus. 

7. Impacted bodies may be worked loose by a 
simple up-and-down motion of the forceps blades 
without disturbing the relation of the forceps blade 
to the end of the barrel or object. 

8. If secretions too thick and tenacious to be 
drawn through the suction tube obscure the view, 
they may be pushed aside with the forceps blade. 

g. Abscesses with small openings into the lumen 
of the trachea or bronchi may be opened and en- 
larged so that pent-up secretions may escape. 

10. While the bronchoscope is being withdrawn 
with the foreign body, it can be seen whether or not 
the body remains within the grasp of the instru- 
ment. This is not possible when forceps are used 
through the barrel. Often a foreign body has been 
lost during its withdrawal. 

11. By regulating the friction-control screw at the 
head of the instrument the tension may be regulated 
so that soft bodies of vegetable composition, such as 
peanuts and beans, are not crushed. An extra strong 
grasp may be obtained by reversing the process. 
Similar regulation may be obtained also with the 
thumb control without disturbing the screw. 

12. Granulating tissue in which the object has 
become embedded may be curetted away. The 
shape and size of the forceps, together with its 
double motion, make it an excellent curette, when 
necessary, and it is always ready. 

13. Because of the mechanical arrangement of 
the light and the drainage tube, the light is never 
obscured unless the secretions are exceptionally 
thick and tenacious. The opening of the drainage 
tube into the barrel is in the front and at the apex 
of the light bulb, and therefore the secretion is 
taken up before it reaches the light. Every part 
of the tube can be instantly taken apart for cleaning 
and sterilization. 

‘ 14 The instrument may be operated with one 
and. 

15. If the operator should choose to use forceps 
or hooks, they may be employed in the usual way as 
the lumen of the instrument is the same in diameter 
as that of the average sized bronchoscope. 

16. The instrument may be employed also for 
cesophagoscopy. Orto M. Rorr. 
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Pujol, J. T.: Perforating Tumors of the Cranium 
(Tumores perforantes del craneo). Rev. espan. 
de cirug., 1920, ii, 65. 


Perforating tumors of the cranium are usually 
sarcomatous in nature and may arise either from 
the bone itself or the dura mater. On examination 
such tumors usually present a regular hemispherical 
swelling beneath the skin of the scalp. These swell- 
ings at first resemble sebaceous or dermoid cysts. 
Occasionally the loss of bone cannot be detected by 
physical examination and when extirpation of a 
supposed cyst is attempted a severe hemorrhage 
results. An X-ray examination is therefore of great 
value. 

Perforating tumors of the cranium are usually 
soft and in some cases may be reduced within the 
cranial cavity. The increase in size takes place also 
within the cranial cavity and thus increases the 
intracranial pressure. The blood supply is very 
rich, often presenting a cavernous aspect. 

When a tumor arising from the dura mater reaches 
considerable size without perforating the cranium, 
the bone symptoms of local or general cerebral 
compression are produced. In the author’s cases 
there were no symptoms of increased intracranial 
pressure, the perforation of the cranium acting as a 
decompressive trephining. The usual physical 
signs are the presence of a soft tumor surrounded 
by a hard bony border which is elevated or possesses 
spines which extend within the tumor. The tumor 
may be reducible but upon reduction symptoms of 
cerebral compression are produced. A palpable pul- 
sation is sometimes present and there is usually a 
palpable increase of pressure on strong coughing. 
Radiographic examination of the skull will reveal 
the bony defect. It is generally believed that these 
tumors are of rapid course, but the author’s expe- 
rience has been to the contrary. 

The surgical treatment may be relatively easy 
when the tumor is localized, not adherent to the 
brain, and easily accessible, and the dura mater is 
intact and resistant to perforation. In one of the 
author’s cases the tumor had undermined the dura 
and involved the sinus rectus so that extirpation 
was impossible. The orbit also may be invaded by 
such tumors. 

The usual surgical procedure is extirpation of the 
tumor mass entire, including the bone and dura a 
short distance from the neoplasm. In certain cases 
the skin and scalp tissues also must be removed, 
although as a rule the tumor is limited by the scalp 
tissues so that the skin at least may be preserved. 
In cases in which the skin has been preserved no 
recurrence of the tumor at this level has been noted. 
Bone and dura mater cannot be readily included 
together in the extirpation because of the difficulty 
of securing hemostasis in the dura. The tumor 


usually includes both dura a::d bone, however, 
and it is not possible to separate these at the site of 
the neoplasm. The author usually cuts the cranium 
well out from the tumor, leaving a narrow zone of 
healthy bone surrounding the growth. The dura 
may be easily separated here, and after ligation of 
vessels may be sectioned a short distance from 
the edge of the bone. 

The details of four cases are given and the author’s 
technique is minutely described. The article con- 
tains many photographs of cases before and after 
operation and X-ray plates of the skulls. 

R. MEEKER. 


Kroh, F.: Studies Regarding the Relation between 
the Spinal Fluid and the Medulla Oblongata 
After Recent Gunshot Injuries of the Skull 
(Studien ueber das Verhalten des Liquors und der 
Medulla Oblongata bei frischen Schaedelschuessen). 
Beitr. z. klin. Chir., 1920, Cxix, 1. 


The presence of blood in the spinal fluid indicates 
some intracranial change, and an increase in pres- 
sure combined with an increased albumin content of 
the clear fluid indicates some damage to the central 
nervous system, especially the membranes. It must 
be borne in mind, however, that the pressure of the 
spinal fluid may be increased also by such factors as 
bending the head, struggling, an increase in the rate 
of respiration, and crying during the spinal puncture. 

The author discusses 77 cases of skull injuries 
which he divides into four groups. Group t included 
11 cases of slight injury to the skull with symptoms 
of serious traumatic meningitis, i.e., increased intra- 
cranial pressure and increased albumin content. 
Group 2 included 29 cases in which the pressure of 
the spinal fluid was increased and the fluid contained 
blood but there was no fracture. In Group 3 were 
28 cases with symptoms of increased pressure, bloody 
fluid, and an open skull fracture. In Group 4 were 3 
cases in which the spinal fluid and operative findings 
were negative. 

It is evident that increased blood pressure does 
not necessarily result in higher spinal fluid tension, 
but that a high blood pressure, like a low pulse rate, 
is a symptom of injury to the medulla. The classical 
symptoms of a pathologic condition of the medulla 
are loss of consciousness, changes in the pulse and 
respiration rates, increased blood pressure, and 
vomiting. Kroh’s conception of brain compression 
as ordinarily understood is that the medulla reacts 
to some irritation produced mechanically as by com- 
pression or by a disturbance in the circulation as in 
anemia or ischemia. There is a certain relationship 
between the pressure of the spinal fluid and the cir- 
culation in the two jugular veins. Therefore any 
factor which impairs the circulation (e.g., strangu- 
lation, torsion, compression) causes a prompt 
increase in the pressure of the spinal fluid. On the 
other hand, compression of the carotids causes the 
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normal and pathologically increased pressure to fall. 
Sometimes also the pulse is slowed, the respiration 
becomes deeper, and the pupils are dilated, while in a 
few cases there is loss of consciousness or clonic 
epileptiform convulsions. By this experimentally 
produced arterial ischemia of the normal brain a 
condition resembling commotio cerebri has been 
brought about. 

The lowered pulse rate after spinal puncture the 
author explains as follows: 

Spinal puncture relieves the pressure in the spinal 
canal, and if the pressure of the fluid in the subarach- 
noid spaces of the brain is unchanged the base of the 
brain, especially the medulla, sinks back into the 
foramen magnum and presses against the hard bone. 
In this way the circulation of the brain is cut off, i.e., 
an ischemia results from the pressure of the medulla 
on the blood vessels. 

The correctness of this theory remains to be demon- 
strated by systematic measurements of the pres- 
sure of the spinal fluid immediately after contusions 
of the brain. Low pressures will confirm it. 

Borr (Z). 


Demmer, F.: The Indications for the Removal of 
Foreign Bodies from the Brain (Zur Indikation 
der Fremdkoerperoperation im Gehirn.) Wien. 
klin. Wehnschr., 1920, xxxiii, 55. 


This is a valuable treatise, a continuation of 
studies begun at the front dealing particularly with 
penetrating wounds of the brain. The generally 
poor results frequently observed late in the after- 
treatment of such cases after an apparently favorable 
early result are analyzed on the basis of autopsy 
findings and illustrated by one of the author’s cases. 

A wound of the brain due to the penetration of a 
foreign body rarely heals without a reaction. In 
most cases encephalitic softening remains latent 
around the foreign body or the bullet canal for some 
time and then suddenly flares up near the periphery 
or bursts into the ventricles. Such foci are found 
not only around the foreign body but also around 
the wound canal. 

During the primary wound period and after opera- 
tions for the removal of a foreign body too rapid 
healing must be prevented. Reasoning from the 
premise that even apparently mild symptoms pro- 
duced by a penetrating wound of the brain which 
has been healed for a long time reveal the presence 
of an encephalitic focus, the author concludes that 
operation should be performed more frequently 
in such cases. Whenever a reactionless healing 
(encapsulation) takes place, manifested by the 
absence of definite symptoms, Demmer subjects the 
patient to motor, psycho-energetic, and dietetic 
functional tests, and discharges him only when 
these have been gradually made more severe for a 
period of weeks under excessive mental and bodily 
strain and have been tolerated without any un- 
toward symptoms. Otherwise he believes the 
removal of the foreign body is indicated. 

O. Friscu (Z). 


Ochsner, A. J.: Endothelioma of the Brain. Surg 
Ctin. Chicago, 1920, iv, 711. 

Nine months before admission to the hospital the 
patient, a man 27 years of age, woke up one morn- 
ing with a feeling of numbness in his right hand 
and arm which was associated with twitching in the 
right side of the face and thickness of speech. The 
twitching in the face disappeared after four or five 
minutes, and the numbness in the arm and the thick- 
ness of speech in about four hours. The sensation 
in the hand never returned completely. 

At one-month intervals the patient continued to 
have other attacks which were similar to the first 
except that speech was not affected. One month 
before operation he had convulsions in the right 
arm. These began by twitching of the fingers of 
the right hand, which gradually extended to the 
right arm. As the convulsion progressed the arm 
was drawn up over the head. When the arm was 
fully drawn up over the head he lost consciousness. 
During the convulsion he frothed at the mouth and 
held his breath, but no other part of the body took 
part in the twitching. Before admission to the 
hospital he had been spitting blood which seemed 
to come from the nose or sinuses. His eyes were 
blood-shot. In the beginning the attacks involved 
only the right arm, but later they extended up the 
right arm and down the back on the right side. 

On examination the pupils were found to be equal 
and reacted to light and accommodation. The 
sclera showed innumerable subconjunctival hem- 
orrhages. There was slight horizontal nystagmus 
on both sides. The neurological examination was 
negative except for a diadokokinesis and an astere- 
ognosis for small objects in the right hand. Motor, 
sensory, and cranial nerves, and co-ordination and 
Wassermann tests were negative. 

From the history and findings it seemed evident 
that the condition was due to an irritating lesion 
in the region of the Jeft precentral convolution in 
the region of the arm center. The most common 
tumors producing such a lesion are endothelioma, 
glioma, tuberculoma, gumma, and cyst. The 
negative Wassermann test on three occasions ruled 
out syphilis. 

The patient was operated on under ether anzs- 
thesia. The incision was made so as to expose 
the fissure of Rolando. Careful palpation revealed 
in the middle of the fissure of Rolando an area 
about the size of a half-dollar which was firmer than 
the rest of the brain. Two silk sutures were in- 
serted through this area and held taut while the 
dura was incised between them and a grooved 
director inserted. The dura was then incised at 
each corner, so that a cross-shaped incision was 
made. 

This anterior flap of dura was elevated with great 
difficulty. When the dura was peeled off a gray 
area about 2 in. in diameter, which was rather firm 
to palpation, was revealed. The tumor was excised 
and a fascia flap taken from the right leg was sutured 
over the area from which the dura was removed. 
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The bony flap was then dropped back into place and 
sutured with interrupted silkworm-gut sutures. 
The day following the operation the patient had 
motor aphasia and paresis of the right arm and 
right side of the face. This condition gradually 
cleared up, however, so that three weeks after the 
operation he was able to talk fairly well, had a 
fairly good grip in his hand, and was able to be up 
and around. Microscopic examination of the 
growth showed it to be an endothelial tumor. 
GeorcE W. Hocurein. 


Kanavel, A. B.: Tumors of the Face. Surg. Clin. 
Chicago, 1920, iv, 731. 

Kanavel gives the histories of three patients 
with tumors of the face and discusses the embry- 
ology and pathology of facial tumors. 

Dermoid tumors are very common in the face. 
Epiblastic tissue is frequently ‘“‘turned in” to 
result at a later period in the development of a tumor, 
especially in the line of fusion. 

Certain tumors of the face, such as hemangioma 
and lymphangioma, which occasionally occur about 
the angle of the mouth and upon the lips, are due 
to over-development of tissue normally present. 

Of the tumors of the jaw which appear as a result 
of abnormal development of the foetus the most 
common is the odontoma. Epithelial odontoma, 
adamantinoma, and adenocarcinoma appear in 
young adults, most frequently near the angle of the 
jaw. They may begin near the alveolar border and 
project from it, or have their origin within the 
body of the jaw and cause a diffuse enlargement 
which in some cases may extend from the angle 
to the symphysis. 

Of the tumors which have no definite relation 
to embryological development the most common 
is sarcoma of the jaw. Those developing from the 
bone-marrow are usually benign giant-celled tumors. 
The malignant round-celled or spindle-celled variety 
occurs less frequently. Mixed tumors, fibrosarcoma, 
chondrosarcoma, osteochondrosarcoma, and lymph- 
angiosarcoma, are not uncommon. 

If a tumor develops from the bone, involvement 
of the nerve resulting in severe pain is not uncom- 
mon and this is an important symptom. 

There is no site of predilection for sarcoma or 
carcinoma. Growths involving the antrum are 
more apt to be sarcomatous than carcinomatous. 

A somewhat different type of tumor is a growth 
which rather commonly involves the salivary 
glands, particularly the parotid and submaxillary 
glands. This type belongs to a class known as mixed 
or complex tumors, new growths containing a con- 
siderable variety of tissues such as cartilage, 
myxomatous tissue, fat, and lymphoid structures 
generally considered of mesoblastic origin and, in 
addition, cells resembling epithelial, endothelial, or 
connective-tissue cells from which they are known 
as epithelial, endothelial, or sarcomatous growths. 

In operations upon these cases the resection 
should extend beyond the limits of the tumor. In 
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other words, if the tumor has grown down to the 
bone it is wise to remove a section of the bone, and, 
in aggravated cases, the entire involved maxilla in 
order to go well beyond all of the tumor growth. 
When possible the upper table of the superior 
maxilla should be preserved to prevent prolapse of 
the eye. 

The mortality following operations for facial tu- 
mors is much less than might be expected. Following 
primary ligation of the external carotid and careful 
administration of the anesthetic through a tube, a 
satisfactory recovery follows. Operation should be 
performed in all cases in which there is any possi- 
bility of removing the growth. 

Howarp A. McKnicutT 


Cushing, H.: The Réle of Deep Alcohol Injections 
in the Treatment of Trigeminal Neuralgia. 
J. Am. M. Ass., 1920, \xxv, 441. 


From 1847 to 1907 various substances were 
injected to control neuralgia. In 1907 a number of 
articles appeared upon the use of alcohol in the 
treatment of trifacial neuralgia. The procedure has 
its limitations. Relief is temporary and each suc- 
cessive injection affords a shorter interval of relief, 
a fault shared also by peripheral operations. Mis- 
placed alcohol injections may produce great damage. 
Oculomotor nerve paralysis, locking of the jaw from 
infiltration and subsequent fibrosis of the pterygoid 
muscles, paralysis of the motor fifth, sloughing of the 
nasal bones with subsequent ozena, all have been 
seen. Accidental injection of the middle ear may 
result in labyrinthine trouble. 

From a large number of cases the author draws 
the following conclusions: 

Deep extracranial injections of alcohol into the 
maxillary and mandibular nerve trunks near their 
foramina of exit have completely superseded 
peripheral neurectomies. In neuralgias limited to 
one of the two lower divisions, alcoho! injections 
represent the treatment of choice. When the 
neuralgia has spread beyond the original area and 
involves that supplied by the adjacent division, a 
trigeminal neurectomy must be considered. Since 
the results obtained by a trigeminal sensory root 
avulsion are perfect and permanent, the prolonged 
and repeated use of injections in refractory cases 
which invo:ve more than one division 1s to be 
deplored. IsaporE E. BisuKow. 


Cushing, H.: The Major Trigeminal Neuralgias 
and Their Surgical Treatment Based on Ex- 
periences with 332 Gasserian Operations. 
I. The Varieties of Facial Neuralgia. Am. J. 
M. Sc., 1920, clx, 157. 

Cushing describes at length the five types of facial 
neuralgia which may be mistaken for trigeminal 
neuralgia: those ascribed to the sphenopalatine 
ganglion, those secondary to zoster, those attributed 
to the geniculate ganglion, those occurring in certain 
cases of convulsive tic, and, lastly, those due to the 
involvement of the trigeminus by tumors. Minor 
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trigeminal neuralgias are to be differentiated from 
major trigeminal neuralgias. For the latter the 
gasserian operation, the author believes, is unques- 
tionably the proper therapeutic procedure. 

In the five types of pseudotrigeminal neuralgia 
which may be mistaken for trigeminal neuralgia 
there is every reason to refrain from a trigeminal 
neurectomy if possible. 

The article is illustrated and the histories of cases 
of the different forms of neuralgias are given. 

Howarp A. McKnicut. 


Ferrarini, G.: The Treatment of Fistulz of Stenon’s 
Duct, and Especially the Operation of Disin- 
nervation of the Parotid Proposed by Leriche 
(Sulla terapia delle fistole del dotto di Stenone ed 
in particolare sull’ operazione di disinnervazione 
della parotide proposta dal Leriche). Arch. ital. di 
chir., 1920, ii, 207. 

For several years Ferrarini has been investigating 
the possibility of creating collateral escape for the 
secretion of the parotid gland. In this work he has 
studied the method of treating salivary fistule of 
Stenon’s duct and especially the method of disin- 
nervating the parotid gland practised by Leriche. 

Most of Ferrarini’s studies have been made on 
dogs, but he has performed Leriche’s operation in 
several clinical cases. 

From his animal experiments the author draws 
the following conclusions: 

1. Section of the secretory nerve causes a diminu- 
tion in volume of the parotid or submaxillary gland 
so that after a month or so it is reduced to one-third 
its normal weight. Such diminution appears to 
continue subsequently. 

2. Simple atrophy occurs in the zone contiguous 
to the gland. Epithelial necrobiasis is rare. 

3. (£dema and an increase in thickness of the 
interstitial connective tissue occurs but there is no 
true sclerotization of the glandular parenchyma. 

4. The lesion is transitory and attains its max- 
imum about a month or a month and a half after 
the operation. 

A complete and permanent recovery resulted 
in all the clinical cases in which the Leriche operation 
was done. 

From these facts Ferrarini concludes that Le- 
riche’s operation is of great value in the treatment 
of rebellious fistula of Stenon’s duct. From the 
physiopathological viewpoint, however, the effect 
of disinnervation of the parotid upon the quantity 
and quality of the salivary secretion is still to be 
determined. 

The author refers to the recent revival by Mores- 
tin in France and by Donati in Italy of Viborg’s 
old method of treating fistula of Stenon’s duct by 
ligation and burial of the central stump of the duct. 
Although Morestin’s results in 32 clinical cases were 
certainly most excellent, Ferrarini points out that a 
very large number of such cases tend to become 
cured spontaneously and therefore in many of 
Morestin’s cases the result may not have been due 


GENERAL SURGERY — SURGERY OF THE HEAD 


AND NECK 443 


to the operation. Viborg’s method is not a simple 
procedure and is absolutely contra-indicated when 
infection is present. Leriche’s method is not contra- 
indicated by sepsis. To date there is no method, 
and in Ferrarini’s opinion it is probable that there 
never will be a method, of treating Stenon’s fistulae 
which can be applied to all cases. The choice of 
operation must be based upon the requirements of 
the particular case. 

The operative procedures to which surgeons 
should give their approval are: ligation after com- 
plete isolation of the duct for cases in which infec- 
tion is present and the duct is not embedded too 
extensively in cicatricial tissue; the DeSault punc- 
ture for cases of buccal fistula; and Leriche’s disin- 
nervation method for cases of infected, old, rebellious 
or adherent fistula behind the masseter muscle. 

A. BRENNAN. 


NECK 


Thompson, J. E.: The Relationship Between 
Ranula and Branchiogenetic Cysts. Ann. 
Surg., 1920, lxxii, 164. 

An analysis of a series of cases of ranula associated 
with submaxillary cyst and cyst of the upper deep 
cervical region identical in anatomical structure and 
contents leads to the inference that these cysts have 
a common origin and probably result from frag- 
mentation of a mother cyst. 

The origin of the mother cyst is ascribed to the 
“cervical sinus’’ which is developed in connection 
with the external cleft depressions of the second, 
third, and fourth branchial clefts. This is carried 
from its original position by the migration and 
re-arrangement of the muscles of the neck during the 
development of the palate, pharynx, and tongue, 
and by the same agency is split up into several parts 
which lie in the upper cervical, submaxillary, and 
lingual regions. The muscles mainly responsible for 
this are those derived from the third and fourth 
branchial arches and those derived from the seventh, 
eighth, and ninth body segments behind the arches 
supported by the hypoglossal nerve. 

Complete branchial fistula usually results from 
the persistence of part of the cervical sinus combined 
with perforation of the second cleft depression. The 
third cleft depression is very rarely perforated and 
the fourth practically never. A fistula passing into 
the pharynx through the second cleft depression 
always courses upward above the fork of the carotids 
above the glossopharyngeal nerve and opens into 
the tonsillar recess. A fistula passing through the 
third cleft depression passes upward below the fork 
of the carotids, between the glossopharyngeal and 
superior laryngeal nerves, and opens into the sinus 
pyriformis. A fistula passing through the fourth 
cleft depression passes downward, hooks around 
the subclavian artery on the right side or the aorta 
on the left side, and finally courses upward beneath 
the superior laryngeal nerve to reach the sinus 
pyriformis. 
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DeGastano, L.: Congenital Cysts of the Neck (Sulle 
cisti_congenite del collo). Riforma med., 1920, 
XXXVI, 401. 

Two cases of cysts of the neck treated surgically 
are reported. The patients were women 20 and 21 
years of age respectively. 

The author states that the clinical classification 
of congenital cysts of the neck into dermoid and 
amygdaloid cysts is not correct. He suggests the 
following anatomo-clinical classification: (1) supra- 
hyoid cysts, those which arise in the space between 
the hyoid bone and the floor of the mouth; (2) 
thyrohyoid cysts, those arising between the thyroid 
and the hyoid bone; and (3) subthyroid or supra- 
sternal cysts, those which arise in the space be- 
tween the thyroid and the sternum, By a sub- 
classification they may then be grouped as median 
or lateral cysts. 

The anatomohistologic classification of such cysts 
comprises: 

1. Ectodermic cysts, those arising from pave- 
ment epithelium with corneal layers and cutaneous 
formations. 

2. Endodermic cysts: (a) with cylindrical epi- 
thelium and showing embryonic characteristics; 
and (b) with pavement epithelium and showing 
evolutionary changes. 

Cysts arising in the median line of the thyro- 
glossal duct may be divided into: (1) cysts with 
cylindrical epithelium showing embryonic char- 
acteristics; and (2) cysts with thyroid tissue showing 
evolutionary changes. 

In the two cases reported by the author the cysts 
were diagnosed clinically as median, subthyroid 
or suprasternal congenital cysts. The histologic 
examination showed the first to be an ectodermic 
cyst and the second a cyst and fistula originating 
in the thyroglossal tract. 

The detailed clinical and histologic study of such 
congenital cysts is considered by De Gastano to be 
of importance in connection with the embryology 
of the neck. Wi1aM A. BRENNAN. 


Weise, H.: Gunshot Injuries of the Common and 
Internal Carotid Arteries and Their First 
Treatment (Ueber die Schussverletzungen der 
Arteria carotis communis, der Carotis interna, und 
ihre primaere Behandlung). Beitr. 2. klin. Chir., 
1920, Cxix, 160. 

The anatomical and clinical picture of gunshot 
wounds of the common carotid is described. The 
author discusses 15 cases from the recent literature 
in which aneurisms of the common or internal 
carotid developed weeks or months after the 
injury. Death or severe brain disturbances resulted 
in 53.33 per cent; recovery in 46.67 per cent. 
Secondary suture in cases of aneurism of the injured 
comnion carotid resulted in recovery in 92.86 per 
cent. Of fifteen instances in which the injured 
carotid was primarily ligated, recovery resulted in 
33% per cent. A cure was obtained also in 2 cases 
treated by Rehn with primary suture. 
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Rehn divides the carotid artery into three parts: 
the first extending from its beginning up to its 
division into the internal and external branches; the 
second consisting of the point of division itself; 
and the third extending from the beginning of the 
internal carotid to its entrance into the skull where a 
branch is given off to the digastric muscle. The 
suture he employs is that used by Carrel. The 
sutured vessel is buried in the neighboring soft parts 
and a dressing then applied. When, because of 
relaxation, the defect in the carotid cannot be 
overcome, it is bridged with the aid of the external 
carotid. This procedure is illustrated by two 
plates. The internal carotid is exposed by a diagonal 
incision in the neck, a cross section under the jaw 
anterior to the angle of the jaw, exposure of the 
parotid and temporary oblique division of the lower 
jaw. The superficial temporal, the occipital, the 
posterior auricular, and when necessary, the external 
carotid are divided and double ligated high up. The 
styloid process is freed and with it the insertion of 
the styloglossus and stylo-pharyngeus muscles is 
drawn forward. When necessary, the proximal 
stump of the external carotid is sutured to the distal 
stump of the internal carotid. 

As an immediately fatal hemorrhage may occur 
from an unrecognized wound of the carotid, primary 
ligation of the large vessels of the neck should be 
done by the field surgeon. G. Scumipt (Z). 


Klose, H.: The Acute Inflammations of the Thy- 
roid; Their Etiology, Course, and Surgical 
Treatment (Die akuten Entzuendungen des 
Kropfes; Aetiologie, Verlauf und chirurgische Be- 
handlung). Berl. klin. Wchnschr., 1920, lvii, 202. 

This article is based on a large number of cases of 
inflammation of the thyroid gland due to local 
infection or the presence of suppurating foci else- 
where in the body which were observed during the 
war. Klose points out that formerly thyroiditis and 
strumitis were differentiated. He agrees with 
Kocher, who never saw a case of pure thyroiditis, 
that an acute infection attacks only glands which 
have undergone pathologic change or are predis- 
posed to infection because of nodular degeneration. 
In strumitis nodosa this is especially true on account 
of the meagerness of the blood supply of the tumor 
tissue and the hemorrhagic infiltration and degen- 
eration due to atherosclerosis of the capsular vessels. 
In this condition the bacteria find a suitable soil for 
development and may remain dormant or become 
active at any time. 

Klose differentiates between goiters of moun- 
tainous regions and those of the lowlands. On 
account of the size of the nodules and degen- 
erations, the former are especially susceptible to 
infection. The infection enters almost exclusively 
by the hematogenous route. 

The acute infections are due to pneumococci, 
anaerobic bacteria, streptococci, staphylococci, and, 
more rarely, to the typhoid bacillus, wi-ile the 
protracted or intermittent types are caused by the 
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bacteria of typhus, malaria, and influenza. The 
former require early surgical intervention whereas 
the latter at times may be treated by internal 
medication. Spontaneous cure may occur but in 
some cases such a cure may be only apparent. 
Typhoid bacilli or pneumococci may become 
encapsulated in a nodule and remain dormant for 
years. Eventually suppuration may break through 
and lead to the formation of a fistula. Rupture into 
the oe: ophagus, trachea, or mediastinum is dangerous 
and often fatal. Prevz (Z). 


Mayo, C. H.: Adenoma with Hyperthyroidism. 
Ann. Surg., 1920, |xxii, 134. 


The report from the Surgeon General’s Office on 
the physical condition of the first million draft 
recruits made us appreciate that we have actual 
goiter regions in America. Goiter is most prevalent 
in the northwest states and next most prevalent 
in the Great Lakes region. In some of the southern 
states and in the New England states it is rare. 

The condition shown by Plummer to be adenoma 
with hyperthyroidism has been described in foreign 
clinics as atypical exophthalmic goiter and the 
cases subdivided by various authorities into more or 
less ill-defined groups designated as cases of secon- 
dary morbus Basedow (Gautier and Buschan), 
formes frustes or incomplete goiter (Marie), goiter 
heart (Kraus, Gittermann and Stern), sympathico- 
tonic and vagotonic goiter (Eppinger and Hess), 
goitre basedowifié (Marie), and Basedowized goiter 
(Kocher). These groups include psychoneurosis, 
early exophthalmic goiter, and hyperthyroidism 
from adenoma. 

The essential points in the clinical differentiation 
of exophthalmic goiter and adenoma with hyper- 
thyroidism as presented by Plummer in 1913 are: 

1. The difference in the average ages of the pa- 
tients when the goiter was first noticed. Enlarge- 
ment of the thyroid was noted from five to ten years 
earlier in life by the patients with non-hyperplastic 
goiter than by those with hyperplastic (exophthal- 
mic) goiter. 

2. The time elapsing between the appearance of 
the goiter and the onset of the symptoms of hyper- 
thyroidism. In cases of exophthalmic goiter the 
symptoms of hyperthyroidism followed the appear- 
ance of the goiter within an average of nine-tenths of 
a year, while in cases of non-hyperplastic adenoma 
with hyperthyroidism an average of fourteen and 
one-half years elapsed before they developed. 

3. The relative frequency of exophthalmos in 
exophthalmic goiter contrasted with its absence in 
cases of non-hyperplastic adenomata with hyper- 
thyroidism. 

Exophthalmos occurs within three months of the 
appearance of hyperthyroidism in an average of 50 
per cent of the cases of exophthalmic goiter, and 
within two years in 87 per cent. Exophthalmos even 
of questionable degree was rarely noted in cases of 
non-hyperplastic adenoma with hyperthyroidism. 
Such cases average from 17 to 20 per cent of the 


cases ordinarily classified as exophthalmic goiter. 
The condition is a distinct disease entity and should 
have its own classification. 

Toxic adenoma is now called ‘‘adenoma with 
hyperthyroidism,” having been classed with simple 
goiter since 1911 when Plummer discussed the con- 
dition at the meeting of the American Medical 
Association. 

Up to January, 1920, the surgeons of the Mayo 
Clinic performed 9,613 operations for simple goiter, 
including thyrotoxic adenomata, and 10,135 opera- 
tions for exophthalmic goiter. Previous to 1912 
thyrotoxic adenomata were included with exophthal- 
mic goiter. Many of the patients with exophthalmic 
goiter were subjected to more than one operation, 
such as ligation, before resection. Thyroid adenoma 
with hyperthyroidism is a disease associated with 
adenoma which is characterized by an increased 
metabolic rate and excited by an excess of the normal 
thyroid hormone in the tissues. It is clinically 
evidenced by nervousness, tremor, tachycardia, etc. 
The symptoms appear gradually and insidiously, 
usually becoming definitely worse about one year 
before the patient appears at the clinic. Later 
symptoms are an increase in nervousness and 
mental instability, moderate tremor, loss of strength, 
and dyspnoea on exertion; the heart beats rapidly 
and hard but the beat is not so accentuated as in 
exophthalmic goiter. In the long-standing and more 
severe cases there is evidence of cardiac insufficiency 
with more or less oedema of the legs and ankles, often 
accompanied by myocardial disintegration which is 
shown by irregular rhythm due to the premature 
contractions or auricular fibrillations. Exophthal- 
mos and gastro-intestinal crises, noted in exophthal- 
mic goiter, are absent. 

The average age of the patients with adenoma 
with hyperthyroidism at the time of the examination 
in two groups of 201 and 75 cases was 47.7 and 47.4 
years, respectively. Seventy-seven per cent were 
more than 4o years old. In cases of thyrotoxic 
adenomata a goiter is present eighteen to nineteen 
years before the patient comes for operation and the 
symptoms of hyperthyroidism have been present 
about three and one-half years, twice as long as 
even the enlarged gland has been noticed in cases 
of exophthalmic goiter. 


Frazier, C. H.: The Management of Toxic Goiter 
from the Surgical Point of View. Ann. Surz., 
1920, Ixxii, 155. 

The author’s mortality in resection for toxic 
goiter during the past five years was only 1 per cent 
and a fraction. This article is based upon a series of 
339 Cases. 

The adrenalin test has been found of very little 
aid as negative reactions occurred even when a 
typical exophthalmic syndrome was_ presented. 
The determination of the degree of toxicity is one 
of the most practical problems of the surgery of toxic 
goiter. The basal metabolism is determined by 
the new Benedict apparatus. Metabolic studies 
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make possible a fairly accurate differential diagnosis 
between true hyperthyroidism and simple neuras- 
thenia and therefore should be made routinely. Asa 
general rule, severe cases have a basal metabolism 
running from 66+ upward, while that of moderately 
severe cases varies from 45+ to 65+ and that of 
mild cases is below 45. Every patient should be 
kept under observation for at least a week, pre- 
ferably two weeks. For practical purposes an 
elaborate classification of the toxic cases is not essen- 
tial. Rest is helpful in the preparation of patients 
for operation but will reduce the basal metabolic 
rate only from ro to 15 per cent. 

In the extremely toxic cases X-ray therapy is 
prescribed, but the results have not been altogether 
satisfactory. Such treatment should be employed 
chiefly in cases in which there is some suspicion of 
enlargement of the thymus. 

In order that surgical procedures should not be 
brought into disrepute they should not be applied 
to the following types of cases: (1) cases of neu- 
rasthenia with enlargement of the thyroid; (2) 
mildly toxic cases of adolescence in which not 
less thyroid tissue but more iodine is needed; (3) 
thymic cases; (4) cases in the terminal stage of the 
disease; and (5) cases of hypothyroidism. 

Every crisis of hyperthyroidism leaves the 
patient a poorer surgical risk. Preliminary liga- 
tion should be done when there is the least doubt 
as to the propriety of resection. Frazier prefers 
single ligation to double ligation done at one- or 
two-week intervals. As a rule he ligates first when 
the metabolic rate is over 60 and when, in cases of a 
lower metabolic rate, the other signs of great toxicity 
are present. The ligation is done in the patient’s 
room under “‘anoci” technique, and the superior 
pole is divided between two ligatures. Resection 
should follow in two or three months, at which time 
the maximum improvement is noted. 

The ultimate and total result of surgical inter- 
ference follows the resection of the gland. The 
author performs the resection under nitrous oxide 
anesthesia with ‘‘anoci” technique. Local an- 
esthesia is contra-indicated. The measure of success 
in the surgical treatment of hyperthyroidism varies 
directly with the amount of tissue removed. 

Of the patients heard from before the war, 80 per 
cent had recovered, either altogether or sufficiently 
to enable them to resume their occupations. 

Carv R. STEINKE. 


Judd, E. S.: The Results of Operations for Aden- 
oma with Hyperthyroidism and Exophthalmic 
Goiter. Ann. Surg., 1920, Ixxii, 145. 


The two types of goiters with hyperthyroidism 
which produce definite clinical syndromes are 
exophihalmic goiter, in which the symptoms are 
characteristic, and adenoma with hyperthyroidism. 
A third type which is frequently confused with the 
other two consists of the mildly toxic adolescent 
goiters which are usually temporary or respond to 
treatment. 


446 INTERNATIONAL ABSTRACT OF SURGERY 


This study covers a group of roo consecutive 
cases of exophthalmic goiter in which operation was 
done in 1914, and 100 consecutive cases of adenoma 
with hyperthyroidism in which operation was done 
in 1917 and 1918. The six years which have passed 
since the operations performed in the first group 
seem sufficient to demonstrate the success or failure 
of the surgical procedures. The group of cases of 
adenoma with hyperthyroidism were chosen from 
1917 and 1918 because a study of the metabolic 
rates had been made in all instances; the average 
time which has elapsed is two years. The results of 
the study indicate that partial thyroidectomy cures 
at least 65 per cent of the cases of hyperthyroidism, 
even those of the more severe types, and at least 
80 per cent of the cases of adenoma with hyper- 
thyroidism. 


Crile, G. W.: Toxic Adenoma in Relation to Ex- 
ophthalmic Goiter. Ann. Surg., 1920, Ixxii, 141. 


Clinical evidence of the functional activity of 
adenomata is found in the frequent development 
of symptoms identical with those which are char- 
acteristic of exophthalmic goiter and in the dis- 
appearance of these symptoms after the removal of 
the adenoma. In hyperthyroidism due to hyper- 
active adenomata, either iodine or thyroid extract 
may cause an aggravation of the symptoms. With 
the exception of exophthalmos, all the characteristic 
symptoms of true exophthalmic goiter may be 
present in cases of “toxic adenoma.” 

If in a case of true exophthalmic goiter the gland 
is not hyperplastic, but an adenoma is present, the 
removal of the adenoma relieves the patient in 
exactly the same way and to the same degree as the 
removal of the hyperplastic gland. The removal of 
the adenoma gives relief also in those cases in which 
the basal metabolism, the appetite, and the sensitiza- 
tion to adrenalin are not increased, but myo- 
carditis, a high blood-pressure, or neurasthenia is 
present. 

It would seem, therefore, that the various types 
of goiter should be regarded as varying degrees of 
the same or similar processes and that, certainly 
as far as treatment is concerned, no differentiation 
should be made between exophthalmic goiter with 
hyperplasia or thyrotoxicosis and adenomata. 

The principles and development of the author’s 
treatment are based on his experiences with 2,477 
cases of thyroidectomy which included 1,306 cases 
of exophthalmic goiter. Carv R. STEINKE. 


Aikins, W. H. B.: Radium in Toxic Goiter—Its 
Treatment. Med. Press, 1920, n. s. cx, 25. 


This article records the author’s experience with 
100 cases of toxic goiter. Aikins agrees with Knox 
that radiation should be supplemented by: (1) rest 
in bed, (2) dietetic treatment, and (3) treatment with 
drugs. 

The best results are obtained with the deeply 
penetrating rays. The radium is so screened that 
the short rays are cut off. In this way the superficial 
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skin reaction is minimized, but the deeply penetrating 
rays are allowed to act upon the thyroid tissue. 

Advanced cases with severe goiter symptoms the 
author treats in a hospital with relatively heavy 
doses, while the less severe cases he treats in the 
office with smaller dosage. The first course of treat- 
ment is usually the heaviest, the dosage varying 
between 150 and 360 milligram hours according to 
the severity of the disease. Subsequent treatments 
range from 50 to 150 milligram hours, depending 
upon the patient’s progress. 

According to Boggs, the X-ray treatment of the 
type of goiter which occurs during adolescence and 
does not disappear spontaneously is followed by dis- 
tinct improvement. The cosmetic effect is pleasing, 
there is a gain in weight and strength, and the 
psychic state is considerably improved. 

The results obtained with the X-ray and radium 
are about the same, but radium therapy has the 
following advantages: (1) the absolutely constant 
emission of the rays makes possible exact dosage; 
(2) the penetration of the tissues is much great- 
er; (3) no noisy exciting apparatus is necessary; 
and (4) the application may be made easily. 


SURGERY OF 


CHEST WALL AND BREAST 


Lee, B. J., and Adair, F.: Traumatic Fat Necrosis of 
the Female Breast. Ann. Surg., 1920, Ixxii, 188. 


Lee and Adair report two cases of fat necrosis, 
giving the clinical, operative, and pathologic find- 
ings. 

In gross appearance one case showed a rather 
large area of opaque discolored fat which, along one 
side, was sharply outlined from the normal fat tissue, 
but failed to show the positive signs of carcinoma. 
In the other case there were two abnormal areas, one 
of necrotic fat, the other cicatricial in appearance 
but fairly well incapsulated and without the opaque 
texture and chalky points and streaks of carcinoma. 

Both patients gave a definite history of trauma. 
The breasts increased rapidly in size and exhibited 
the same skin adherence seen in malignancy. The 
consistency of the tumors resembled that of car- 
cinoma. Neither patient experienced any pain. In 
one case there was definite fixity of the tumor to 
the underlying muscles. 

The diagnosis may be made from the gross ap- 
pearance of the tumor. Henry J. VANDEN BERG. 


Jackson, J. N.: The Technique in Operations for 
Cancer of the Breast. Ann. Surg., 1920, Ixxii, 181. 


All infected tissue must be removed within the 
limits of reasonable surgical access. 

Dissemination of the infection during operation 
and contamination of the wound by escaping cancer 
cells must be prevented. 

A wide area of skin, the entire mammary gland, 
and the pectoral muscles, with the exception of the 
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Aikins reports three groups of cases treated. 
The first included cases of the mild toxic goiter of 
adolescence, the patients being young girls about 15 
years of age. The doses of radium used varied be- 
tween 464 and 753 milligram hours. In almost 
every case there was marked general improvement, 
the weight and strength increased, the gland dimin- 
ished in size, and the goiter symptoms were greatly 
relieved. 

The second group included cases of enlarged 
glands with grave symptoms of toxic goiter. These 
patients, whose ages varied from 19 to 55, presented 
the usual history and clinical picture of toxic goiter. 
From 650 to 1100 milligram hours of radium were 
given. In every instance there was marked improve- 
ment: the pulse dropped from between 125 and 140 
to between 70 and 96; the tremor diminished or dis- 
appeared; the eye symptoms practically disappeared; 
the wetght increased; and the general condition 
became decidedly better. In the third group of 
cases, which was similar to the second, there was 
little or no enlargement of the thyroid gland. The 
results obtained in this group were as gratifying as 
those secured in the second. W. L. Brown. 


THE CHEST 


clavicular portion of the pectoralis major, must be 
removed as well as all lymph-bearing structures in 
the axilla. The author prefers postoperative raying 
of the subclavian triangle rather than the dissection 
of this space. He does not believe that many 
American surgeons remove the fascia of the rectus as 
advocated by Handley. 

In order to prevent dissemination, the radical 
operation is begun in the axilla, the lymph vessels 
being divided at their highest point before the breast 
is handled. The lymph vessels leading to the thorax 
are also divided early in the operation, 

To prevent contamination the author covers the 
flaps with hot gauze pads and, before suturing, 
irrigates the wound with a stream of water and 
mops it lightly with gauze. 

The preservation of the function of the arm after 
operation is important. The author describes his 
two methods of incising. He obliterates the axillary 
fossa by bringing the skin from the under side of 
the pectoralis major up to a longitudinal incision in 
the line of the arm, covering the vessels singly. The 
wound is dressed after the operation with the arm 
at a right angle, and early passive motion is in- 
stituted. Henry J. VANDEN BERG. 


Meyer, W.: Late Results after Radical Operation 
for Cancer of the Breast. Ann. Surg., 1920, xxii, 
177- 

The author reports the cases of six patients who are 
alive and well from twelve to twenty-five and one- 
half years after operation for cancer of the breast, 
and of four others who remained free from recur- 
rence for four, six, eight, and sixteen years and then 
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died from other diseases. These results, Meyer be- 
lieves, prove that the radical operation may be 
curative. 

Poor results are due to the fact that operation was 
not performed until the condition had reached an 
advanced stage or the agent responsible for the 
carcinoma was highly virulent. For these reasons 
statistics are of little value. 

Involvement of the supraclavicular glands is not 
a contra-indication to operation. In Meyer’s 
opinion it is the surgeon’s duty to operate when such 
involvement is present. 

The radical operation as done by Meyer is begun 
in the axilla and continued toward the sternum. 
The lymph nodes and axillary fat are removed be- 
fore the cancerous breast itself is handled. 

Henry J. VANDEN BERG. 


TRACHEA AND LUNGS 


Jean, G.: Glandular Abscess (Adenophlegmon) of 
the Pulmonary Hilum. Med. Press, 1920, n. s. 
cx, 88. 


Glandular abscess of the pulmonary hilum begins 
as a lesion affecting the afferent lymphatics, a pul- 
monary or pleural focus of infection which usually 
contains pneumococci. The examination of the 
glands of the hilum of patients who have died of the 
pulmonary form of influenza invariably shows that 
these glands have undergone enlargement and not 
infrequently are filled with pus. 

In the initial stages the symptoms, which consist 
of dyspnoea, a dry convulsive cough, and pain in 
chest, are usually vague. The pain is often localized 
in the infraspinous fossa toward the inferior angle 
of the scapula. If the abscess is posterior, percussion 
may reveal a little partial dullness in the omoverte- 
bral space between the fifth and eighth ribs. Vocal 
resonance is not perceptibly modified. On ausculta- 
tion the signs predominate in the infraspinous fossa 
and the corresponding omovertebral space. A dis- 
tant bronchial souffle due to pressure on the bronchus 
may be heard. At the base subcrepitant rales are 
noted almost invariably. These are probably 
caused by blood stasis following compression of the 
pulmonary veins. Another very constant symptom 
is bronchophony in the omovertebral space below 
the fifth rib with normal resonance above and below 
this area. 

The course of the condition is necessarily associ- 
ated with considerable constitutional disturbance, 
wide variations in temperature, and polynucleosis. 
All of these symptoms remain rather vague until the 
abscess ruptures spontaneously into the bronchus, 
at which time the diagnosis is made plain. The rup- 
ture is ushered in by aggravation of the symptoms, 
fever, dyspnoea, etc., and after a violent attack of 
coughing or dyspnoea the patient evacuates by 
mouth a quantity of pus which is usually offensive 
and mixed with blood. Such an evacuation, which is 
followed by distinct signs of improvement, may be 
repeated several times. Subsequently auscultation 
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reveals a well-defined cavity. Recovery follows in 
the course of a few weeks. 

Radioscopy is important in establishing the 
diagnosis. The condition must be differentiated 
from mediastinitis, tracheobronchial adenitis, total 
purulent pleurisy, bronchiectasis, suppurating inter- 
lobitis, and encysted pleurisy of the hilum. 

Cases of adenophlegmon of the hilum tend to 
become cured spontaneously following evacuation of 
the purulent material through the bronchi. Surgery 
does not appear to help a great deal and may spread 
the infection. When the abscess is large, however, it 
may be advisable to induce artificial pneumothorax. 
In the author’s cases instillations of gomenolized 
oil into the trachea were given. Irvin W. Bacu. 


PHARYNX AND GSOPHAGUS 


Thomas, C. C.: The Roentgen Examination of the 
Csophagus. J. Am. Inst. Homeop., 1920, xiii, 107. 


The author gives a brief description of the 
anatomical and physiological pecuharities of the 
cesophagus as revealed by the roentgen ray. In mak- 
ing the examination he uses the buttermilk-barium 
meal when there is considerable stenosis, but 
otherwise a mixture of barium and acacia. Pieces of 
bread soaked in buttermilk-barium are of aid in 
the study of small obstructions. In some instances 
a string of small lead beads fastened on a silk thread 
at intervals of about 1% in. is of very great aid, 
especially in showing the relation of a diverticulum 
to the cesophagus. 

Before examining the cesophagus Thomas thor- 
oughly examines the chest in order to rule out 
pathologic conditions of the lungs, heart, and other 
mediastinal structures which might show findings 
simulating disease in the cesophagus. The study of 
the cesophagus should be followed by a roentgen 
examination of the stomach inasmuch as gastric 
pathology may have an etiological relationship to 
the cesophageal findings. 

The principal intrinsic causes of changes in out- 
line are diverticula, neoplasms, benign strictures, 
cardiospasm, and inflammatory conditions. Reflex 
spasms or the presence of particles of food are other 
factors which must be taken into consideration in 
the diagnosis. The former may be obviated in part 
by the administration of belladonna or atropin. 
The roentgenographic characteristics of typical 
cardiospasm are conical obstruction at or near the 
cardia and secondary dilatation of the cesophagus 
above. The outline of the carcinomatous cesophagus 
is usually irregular and the dilatation is not great. 
Diverticula, which are usually of the pulsion variety 
and found at the upper end of the cesophagus, 
present a smooth-walled sac. 

Thomas gives the case histories of patients with a 
diverticulum, carcinoma, and cardiospasm. In one 
of the cases of cardiospasm the condition was as- 
sumed to be due to syphilis of the stomach, and in 
the other, to carcinoma of the stomach. 

HARTUNG. 
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Foot, N. C.: Report on a Case of Malignant Thy- 
moma with Necropsy. Am. J. Dis. Child., 1920, 

The author reports a case of malignant thymoma 
in a g-year-old child, giving the history, the 
physical findings, and a very complete report of the 
postmortem and microscopic examination. The 
outstanding complaint was dyspnea. The symptoms 
developed less than two months prior to autopsy. 
The laboratory findings during life were negative. 
The X-ray showed a mediastinal mass anterior to the 
large vessels. The patient died while being anzsthet- 
ized for the drainage of a possible mediastinal 
abscess. 
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At autopsy a huge mediastinal mass was found 
occupying the anterior mediastinum and the 
mediastinal structures. The tumor was composed 
chiefly of small cells resembling microlymphocytes 
but having vesicular nuclei and acidophile cytoplasm 
and tending very slightly to anastomose with one 
another by means of slender processes. 

A very careful review of the literature is given. 
Few cases have been reported. Rubashow collected 
75 cases up to 1911 and the author has found the rec- 
ords of less than a dozen since then. Of Rubashow’s 
group of tumors 52 were described as sarcoma, 12 as 
carcinoma, and the rest variously. 

These tumors are epithelial in origin and it is prob- 
able that they originate in the thymus. 

RAtpH B. BETTMAN. 
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ABDOMINAL WALL AND PERITONEUM 


Earl, G.: A Modified Inguinal Hernia Technique. 
Minnesota Med., 1920, iii, 342. 


In operations for hernia, as in perineal operations, 
muscle tissue approximation is essential. Fascia also 
must be carefully brought together. 

In the author’s opinion the best method of obtain- 
ing this support is to place the entire external 
oblique muscle underneath the cord. By this 
procedure the lowest and weakest portion of the 
inguinal canal, i.e , the triangle bounded by Poupart’s 
ligament, the pubic bone, and the musculature of the 
rectus and internal oblique, is entirely closed. 

Torek’s technique of separating the vessels and 
sac and keeping them apart is the best method of 
handling the internal ring. 

In the author’s method the cord is placed com- 
pletely over the external oblique and covered only 
by the superficial fascia and skin. It is then less apt 
to become strangulated. 

Earl has performed the operation described in 42 
cases over a period of two years. While this period 
may be too short to warrant definite conclusions as 
to the end-results, none of 38 patients who have 
reported back has had a recurrence or com- 
plained of pain from the decreased covering. 

Marcus H. Horarrt. 


Denzer, B.: A New Method of Diagnosis of Peri- 
tonitis in Infancy and Childhood; Preliminary 
Report. Am. J. Dis. Child., 1920, xx, 113. 


Denzer describes a technique for obtaining peri- 
toneal fluid for diagnostic purposes. He emphasizes 
the disadvantages of aspiration and states that 
because of its many drawbacks the method has 
fallen into disuse. 

The procedure finally adopted by the author was 
suggested by the classical Pfeiffer experiment in 
which a capillary tube was inserted into the peri- 
toneal cavity of a guinea pig and fluid obtained by 
capillary attraction. The needles used were glass 


needles prepared from glass tubing 3s in. thick, witha 
bore of about zz in., which was drawn to a point and 
beveled. In order to add siphonage to the force of 
capillary attraction and thereby obtain a larger 
amount of fluid, a bulb was blown and the tubing 
was bent. 

The procedure is as follows: 

The skin of the abdomen is swabbed with iodine 
and the usual precautions are taken to determine 
whether the bladder is distended. The skin is then 
punctured in the midline about % in. below the 
umbilicus with a No. 17 gage steel needle. The glass 
needle is inserted through this opening and then, 
held almost perpendicular to the surface of the skin, 
is firmly pushed inward until the sudden release of 
pressure indicates that it has entered the peritoneal 
cavity. By making the pressure parallel to the long 
axis of the needle the chance of breaking the needle 
is decreased. 

In a small series of normal children, or rather, 
children not suffering from peritoneal exudation, 
fluid was obtained in only one case. In two cases of 
ascites puncture demonstrated the presence of fluid 
before a clinical diagnosis of excessive fluid could 
be established. In one case 0.5 ccm. was withdrawn. 
In the only case of peritonitis in which the author 
had the opportunity to try this procedure, purulent 
fluid was obtained. The amount was ample for 
culture; smears showed great numbers of gram- 
positive cocci in chains. 

In the author’s opinion this experience, brief as it 
is, establishes abdominal puncture with a capillary 
tube as a possible method for the diagnosis of intra- 
abdominal exudates. 

Glass needles have distinct advantages. The 
capillary attraction of glass is far greater than that 
of metal, and the smallest amount of fluid rising in 
the tube can readily be seen. Their one disadvantage 
is their fragility. The author is at present ex- 
perimenting with needles and trocars of metal and 
glass in the hope of combining the advantages of 
both materials. A. R. HoLLenpDeR. 
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GASTRO-INTESTINAL TRACT 


Bircher, E.: Resection of Branches of the Vagus 
Nerve in the Treatment of Gastric Affections 
(Die Resektion von Aesten des N. Vagus zur Be- 
handlung gastrischer Affektionen). Schweiz. med. 
Wchnschr., 1920, i, 519. 

According to the investigations of Eppinger, Hess, 
Bergmann, and Westphal, the nervous element in 
the etiology of gastric ulcer is of great importance. 
This has been proved by numerous cases in which 
the classic symptoms of ulcer are presented but an 
ulcer is not found at operation. It has been demon- 
strated also by cases in which the development of 
the ulcer was preceded for some time by gastro- 
nervous symptoms. 

On the basis of experiments and clinical observa- 
tions the author has come to the conclusion that 
all cases in which the operative findings do not 
agree with the clinical phenomena the condition 
is due to increased tonicity of the vagus nerve. He 
therefore attempts to lower the excitability of this 
nerve by resecting the anterior and posterior 
branches supplying the stomach. Three or four 
branches of this nerve run along the anterior wall 
of the stomach at the upper border of the lesser 
curvature. Bircher isolates and tears them out or 
double ligates the entire neurovascular plexus at 
the lesser curvature and then severs it, excising a 
small portion. 

To remove the nerve fibers from the posterior 
surface of the stomach it is necessary to go through 
the great omentum between the stomach and the 
colon. 

In the beginning the author chose for the treat- 
ment described only cases in which ulcer was not 
found at operation. Later he applied it also to cases 
of so-called ‘“‘ gastric neurosis.”’ 

The operation is followed by the cessation of the 
pain, nausea, and vomiting, improvement in the 
secretory condition, and the return of the normal 
gastric tone, shape, and position. In Bircher’s 
opinion it will influence the hyperacidity and 
hypersecretion in ulcer cases as well as a gastro- 
enterostomy, and the spastic condition better than 
a gastro-enterostomy. It is indicated especially 
for cases in which the ulcer syndrome is presented 
but an ulcer is not found at operation. Callous 
ulcers are treated best by resection of the stomach. 

Cart (Z). 


Rosenthal, E.: The Symptoms and Treatment of 
Gastric and Duodenal Ulcer (Ueber die Symp- 
tomatologie und Therapie der Magen- und Duoden- 
algeschwuere). Berlin: S. Karger, 1920. 


The author reports his study of 326 cases of ulcer 
seen during three and one-half years among 3,500 
cases of gastric conditions (9.3 per cent). The 
findings of this study are reviewed thoroughly and 
recorded in 28 tables. Nine plates and numerous 
X-ray pictures illustrate the clinical findings and 
the results of treatment. 
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The author’s conclusions regarding the treatment, 
which are at variance with generally accepted 
theories, are as follows: 

1. The great majority of cases may be cured by 
appropriate internal therapy or so much improved 
that the patients are able to perform their daily 
duties. Ulcers therefore should be treated medi- 
cally as cases operated upon remain cured only if a 
dietary regime is followed faithfully after operation 
as well as before. This statement does not apply, 
however, to cases of ulcer in which an organic sten- 
osis has been formed. 

2. Hyperacidity and hypersecretion, the princi- 
pal factors favoring ulcer, are treated more effectu- 
ally by internal therapy than by gastro-enterostomy. 
Medical treatment is indicated also for penetrating 
and calloused ulcers of the lesser curvature as the 
surgical procedure is associated with a relatively 
high mortality and does not prevent recurrence. A 
cure or improvement obtained by medical means is 
usually associated with the partial or complete dis- 
appearance of the ulcer or ulcer folds. 

While this monograph deals with gastric and 
duodenal ulcer purely from the medical standpoint it 
is of interest also to the surgeon. Koxmess (Z). 


Duval, P.: New Points in the Treatment of Ulcer 
of the Lesser Curvature (Neue Hinweise fuer die 
Behandlung des Geschwuers der kleinen Kurvatur). 
Plus- Ulira, 1920, iii, 5. 

Ulcers of the lesser curvature merit special atten- 
tion, next to ulcers of the pylorus. because of their 
frequency, their special clinical symptoms, their 
complications (hemorrhage, subphrenic abscess), 
and their characteristics in the roentgen picture. 
They require also special surgical treatment. 
Operation must be directed not only against the 
local development of the ulcer, but also against 
spasm and hypersecretion. Surgical procedures 
are of two kinds, direct (excision and resection) 
and indirect (gastro-enterostomy). 

Gastro-enterostomy, while an indirect method, 
affects the spasm and hypersecretion directly by 
emptying the stomach. The direct methods are 
(1) Balfour’s operation, the destruction of the 
ulcer by cauterization from without inward; (2) a 
wedge-shaped excision, the removal of a large por- 
tion of the stomach, or transverse resection; and 
(3) Roth’s method in which the stomach above the 
pylorus is folded off in two directions to wall off the 
ulcer and a gastro-enterostomy is performed. 

Cauterization and excision have no effect upon 
the spasm and hypersecretion. Transverse resec- 
tion cuts through a large number of nerve fibers on 
the lesser curvature and renders the pylorus func- 
tionless. To date, gastro-enterostomy has been 
regarded as the procedure of choice. The mortality 
is slight, from 1 to 3 per cent, and in cases of ulcer 
of the pylorus a cure is obtained in from 89 to 90 
per cent. In ulcer of the lesser curvature, however, 
a cure is obtained in only from 30 to 31 per cent. 
Many ulcers are not benefited at all, even becoming 
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worse. In such instances hemorrhage may reappear 
and subphrenic abscesses and cancerous degenera- 
tion may develop. 

Of the direct methods Balfour’s procedure has a 
mortality of 1 per cent and results in a cure in 85 
per cent of the cases and improvement in 12 per 
cent. In 2 per cent it is without effect. Saddle 
excision has a high mortality varying from ro to 11 
per cent. This operation is more difficult and does 
not overcome the spasms. Transverse resection 
has a high mortality of 12.5 per cent in Germany al- 
though in America the improbable percentage of 
2.5 is reported. 

The roentgen-ray examination shows that after 
excision the stomach is spiral shaped but functions 
painlessly. The transverse excision leaves an hour- 
glass stomach bat gives very good functional and 
clinical results. 

The choice of operation depends upon the stage 
of the condition. In the first stage, when only a 
small “star” can be seen in the mucosa, the author 
regards thermocauterization as the only logical 
procedure. It has the disadvantage, however, that 
it does not cure the spasms and therefore must be 
followed by a gastro-enterostomy. This combination 
gives the best results in every way. In the second 
stage of callous or penetrating ulcer the saddle- 
formed excision by transverse resection is to be con- 
sidered. In the third stage, the stage in which the 
ulcer is very extensive, the direct complications 
may be prevented by a gastro-enterostomy. The 
best solution of the problem is to operate in two 
stages, performing first a gastro-enterostomy and 
then a resection several months later when the 
patient’s condition allows it. HELLER (Z). 


Bing, H. I.: Polycythzmia in Ulcer Near the Py- 
lorus (Polyglobulie dei Ulcus juxtapyloricus). 
Ugesk. f. Leger., 1920, 1xxxii, 337. 

Friedman was one of the first to call attention to 
the presence of polycythemia in cases of gastric 
ulcer. The author investigated this finding and dis- 
covered an increased number of red cells in the first 
case he examined. Friedman’s explanation that the 
increase of adrenalin in the blood is correlated with 
ulcer and polycythemia is discarded by Bing as “too 
ingenious. 

Bing holds that as a result of retention and vomit- 
ing the water content of the blood is decreased and 
the erythrocytes are increased relatively. In a case 
of gastric ulcer in which improvement followed 
regulation of the diet it was found also that the red 
cell count had been considerably decreased. Fur- 
ther investigation demonstrated the fact that in 
spite of the high red cell count the nitrogen of the 
serum remained normal. Moreover, the quantity 
of urine excreted was increased relatively so that 
dehydration was out of the question. In Bing’s 
opinion it seems probable that the body undergoes 
a loss of salts as the result of a decrease in the 
chlorides, and that the decrease in the water con- 
tent is due to this change. The latter is necessary 
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if the normal concentration of the blood is to be 
maintained. 

The chlorides contained in the stomach are not 
inconsiderable in amount. In the blood the chlor- 
ides are distributed in different proportions in the 
plasma and the corpuscles. An increase in the car- 
bon dioxide is associated with an increase in the 
chlorides in the blood. Moreover, as it has been 
established that the plasma contains more sodium 
chloride than the corpuscles, it follows that the 
blood contains much sodium chloride in polycy- 
themia and little in anemia. 

To calculate the normal chlorides the following 
formula is of value: b=29-50 c. In this formula b 
represents the number of blood corpuscles, and c, 
the chlorides. SAXINGER (Z). 


Hey, R.: Pneumatosis Cystoides Intestini Hominis 
(Ueber pneumatosis cystoides intestini hominis). 
Deutsche Ztschr. f. Chir., 1920, cliv, 250. 


Pneumatosis cystoides is characterized by the 
formation of multiple air cysts in the intestinal wall 
and occasionally also in other parts of the body. 
The condition may occur at any age except extreme 
youth, but is most common in middle-aged males. 

Including the author’s case, 66 cases have been 
reported. In 10 instances pneumatosis cystoides 
was the only condition found. In the other cases 
conditions such as pyloric stenosis secondary to 
ulcer or carcinoma (66.5 per cent), peritoneal or 
pulmonary tuberculosis, myocardial insufficiency, 
appendicitis, and ileus co-existed. The usual site 
of the disease is in the wall of the lower part of 
the ileum. The large intestine, the stomach, the 
peritoneum, the mesentery, and the omentum also 
have been found involved. 

As a rule the condition is localized to one small 
area of the intestine. Von Hahn and Demmer, 
however, have reported a case in which both the 
large and small intestines were attacked. The size 
of the individual cysts varies from that of a pin to 
that of a walnut. In 1 case a single cyst the size 
of a fist was discovered. The walls of the cysts are 
translucent. On microscopic examination multiple 
round or oval air spaces are found in the subserosa 
or submucosa. The cyst walls are formed by con- 
nective tissue lined with epithelium. Occasionally 
giant cells are present. Signs of inflammatory re- 
action are usually absent. The cysts contain a mix- 
ture of oxygen and nitrogen gas. In 3 cases carbon 
dioxide, and in 1 case hydrogen, was found. 

In regard to the etiology two theories have been 
advanced, one attributing the condition to infection 
and one tracing it to mechanical causes. Some of the 
authors reporting cases have found short rods which 
they claim are the responsible agents. The theory 
attributing the cyst formation to mechanical 
factors is based on the fact that often in lesions of 
the intestinal wall, such as those of tuberculosis, 
and primary appendicitis, small defects in the 
mucosa are formed. It is possible also that an 
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testinal wall may play a part. Such conditions might 
cause very minute tears in the mucosa through 
which, by a sudden increase in the intra-intestinal 
gas pressure, gas and bacteria might be forced 
into the intestinal wall. 

Pneumatosis cystoides is seldom diagnosed during 
life as there are no characteristic symptoms. The 
cysts are usually discovered during operation for 
some other pathologic condition or at autopsy. In 
several cases they have been the cause of intestinal 
stenosis. In 1 instance complete stenosis was fol- 
lowed by perforation and peritonitis. In another, 
death followed intussusception. Von Hacker reports 
a case in which a soft crepitation was present which 
should have led to the diagnosis. 

In most instances the treatment has been directed 
toward the primary ailment. Some surgeons have 
left the cysts entirely alone, while others have 
punctured them. In cases in which the cysts were 
not opened and a second operation was necessary 
for some other condition it was found that the 
cysts had entirely disappeared, leaving behind only 
small scars on the serosa. Therefore it may be con- 
cluded that the only indication for intestinal resec- 
tion is marked stenosis. The prognosis is favorable. 
Death due to pneumatosis cystoides occurred in 
only 3 cases. 

A case reported by the author was that of a man 
41 years of age who came to operation because of 
stenosis of the pylorus following ulcer. In this case 
two cysts were found in the lower part of the small 
intestine, one the -ize of a hen’s egg and the other 
that of a man’s fist. Both were composed of many 
small cysts. Between these two cysts were numerous 
smaller isolated cysts. Forty-five centimeters of 
the lower part of the ileum were resected. The 
stenosis was treated by posterior gastro-enteros- 
tomy. The patient recovered. NevupeErt (Z). 


Summers, J. E.: Acute Intestinal Obstruction, 
the Cause of High Mortality; How This May Be 
Reduced. Ann. Surg., 1920, Ixxii, 201. 


The chief cause of the continued high mortality 
in acute intestinal obstruction is the tardy clinical 
recognition of the condition and the resultant too- 
late operation. The fatal delay is often due to 
inability to differentiate between the symptoms of 
intestinal obstruction and those of acute abdominal 
perforations and infections. Ill-advised treatment 
by purgation or repeated doses of morphine also are 
responsible for many unnecessary deaths. 

Acute intestinal obstruction should be suspected 
when a history of sudden abdominal pain soon fol- 
lowed by vomiting is given and there has been com- 
plete absence of the passage of fecal matter and gas 
from the anus following several compound enemas. 
Under such circumstances an operation is the only 
rational procedure unless the history and physical 
findings indicate that these symptoms are not lead- 
ing. If the diagnosis is made, the obstruction is re- 
lieved within the first twenty-four hours, and the gut 
is viable, the patient usually recovers. On the other 
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hand, if fecal vomiting occurs, the abdomen is 
distended, the respiration feeble, the pulse small 
and rapid, and the temperature elevated, an opera- 
tion is almost useless and tends only to bring surgery 
into disrepute. 

Fecal vomiting indicates that the intestinal cur- 
rent is reversed. Therefore when the patient’s 
general condition permits, drainage should be 
effected high up in the jejunum, as near its origin as 
possible, by means of a No. 20 or 22 French catheter 
fastened in with a purse-string suture. The ob- 
structed intestine may be regarded as possessing 
three distinct zones, the lower zone being more or less 
collapsed, the central zone containing chiefly gas, 
and the upper zone containing fluid. As Bonney says: 
“The drainage opening must tap the fluid-contain- 
ing segment.” Drainage of the jejunum overcomes 
the vomiting. 

When there is gangrene of an annular type resec- 
tion should not be done but the gangrenous area 
should be invaginated as an intussusceptum and the 
gut properly sutured so as to form an intussuscep- 
tum. The gangrenous area will later slough away 
and the continuity of the canal will be re-established. 
Resection is advisable only when the patient’s con- 
dition permits it; otherwise resort should be had to a 
temporary life-saving measure such as the formation 
of an artificial anus or an anastomosis to side-track 
the obstruction. 

The scientific principles upon which Crile bases 
his operative and postoperative treatment in 
general surgery are of particular importance in 
grave cases of abdominal surgery and especially in 
the treatment of acute intestinal obstruction. 

In conclusion the author states that in his opinion 
the high mortality of acute intestinal obstruction 
would be reduced from 25 to 50 per cent if surgeons 
would bear in mind the following precepts: Operate 
early; do only what is essential; do it rapidly and 
well; establish proper drainage; and perform the 
shockless operation through anoci-association. 


Brewitt, R.: Obstruction of the Bowel Due to 
Pelvic Exudates Following Gynecological Oper- 
ations and Its Treatment (Darmabschluss durch 
Beckenexsudat nach gynaekologischen Operationen 
und seine Behandlung). Zentralbl. f. Gynaek., 1920, 
xliv, 627. 

Following various operations on the female genital 
organs heavy pelvic exudates are formed. These 
may entirely fill the true pelvis, and as they have no 
tendency to become softened, they press upon the 
intestine and interfere greatly with the movements 
of the bowel. Every movement of intestinal con- 
tents or intestinal gas further irritates the inflamed 
tissues and increases the inflammation and exuda- 
tion. This explains why all conservative therapeutic 
measures, such as baths, enemas, ete., are of no 
benefit. The thick exudate hinders the flow of 
blood and lymph, and intestinal stasis results with 
tumefaction of the mucosa especially where the 
intestine enters the inflamed area. The clinical 
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picture is therefore that of a chronic ileus which 
appears at first to be benefited by enemas, etc., but 
in reality becomes progressively worse and leads to 
complete intestinal obstruction. 

In most cases there is a fever varying from 38 to 
38 degrees C. On rectal examination the true 
pelvis is found to be filled with hard, unyielding 
exudate and with the palpating finger the intestinal 
opening is felt to disappear in the mass like a tunnel. 
The abdomen is inflated and sensitive. 

Treatment must be directed to overcoming the 
intestinal obstruction. This must be done by as 
conservative measures as possible as usually the 
patient is in very poor condition. Under local 
anesthesia the author makes an incision in the 
abdominal wall, separates the abdominal muscles 
bluntly in the direction of the fibers, and sutures a 
portion of the descending colon to the peritoneum. 
He then places a layer of iodoform gauze over the 
peritoneal edge and punctures the intestine so that 
the gas may escape. On the following day he 
makes a transverse incision 1 cm. in length. After 
two or three days the intestinal wall in the area of 
exudate decreases in thickness and the intestine is 
again permeable. Because of the absence of peristal- 
sis the conservative therapeutic measures which 
formerly were without effect are now of great 
benefit. After ten or twelve days the serious clinical 
picture has disappeared and the intestinal fistula, 
which is no longer necessary, may be allowed to 
close quickly. 

The author gives the histories of 4 cases of the 
condition described which illustrate the favorable 
results obtained from the treatment advocated. 

Smon (Z). 


Wood, W. Q.: Resection of the Colon by the Three- 
Stage Method. Edinburgh M. J., 1920, ns. xxv, 
106. 


Resection of the large intestine followed by 
immediate anastomosis is an operation the mortality 
of which is considerable, even when it is undertaken 
under the most favorable conditions. The semi-solid 
contents of the colon are apt to become arrested at 
the site of the union where they exert injurious pres- 
sure on the sutures with resulting ulceration and cut- 
ting out of the stitches. When obstruction has been 
present in the large intestine previous to the opera- 
tion, this course of events is almost certain. The 
walls of the intestine above the obstruction are 
thick, congested, and sodden, and sutures will al- 
most invariably cut out of such unhealthy tissue. 

In deciding on the operative treatment in cases of 
acute obstruction of the large intestine a choice may 
be made from three procedures: 

1. The operation may be limited in the first in- 
stance to the relief of the obstruction by colostomy, 
cecostomy, or even appendicostomy, and a second 
laparotomy performed later to remove the cause, 
as a rule a malignant tumor. 

2. Ina few cases, when the obstruction is of minor 
degree, an anastomosis may be performed between 
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the ileum and the colon below the tumor, the under- 
lying cause being dealt with later. 

3. A two-stage or a three-stage operation after 
the method of Paul and Mikulicz may be carried 
out. 

The technique of the three-stage operation is as 
follows: 

The first stage consists in bringing the loop of the 
bowel containing the tumor or other pathologic 
condition well outside the abdomen, fixing it there, 
and if possible suturing the two limbs of the base of 
the loop together. A Paul’s tube with colostomy 
tubing attached is then tied in above the tumor to 
overcome the obstruction. The second stage, which 
is carried out about a week later, consists in the 
removal of the loop of bowel with the attached 
mesentary, at the base of the loop, almost flush with 
the abdominal wall. A Paul’s tube is then tied into 
each divided end of the intestine to prevent hem- 
orrhage from the cut surfaces. The third stage of the 
operation consists in closing the fecal fistula. This is 
facilitated in the first instance by the application of 
the enterotome of von Mikulicz to the spur or 
septum between the two ends of the bowel. 

In acute obstruction of the large intestine colec- 
tomy by the three-stage method is often the wisest 
procedure and may be quite satisfactory in its 
ultimate results even though the patient’s con- 
dition is serious by reason of toxic absorption. Also 
when, in the absence of acute obstruction, a patient 
who is suffering from a carcinoma of the colon is 
feeble and in poor condition to withstand the strain 
of a severe operation, this method has much to rec- 
ommend it as it is followed by practically no post- 
operative shock. Howarp A. McKnicuat. 


Axtell, W. H.: Appendicitis, Hernia, and Anorectal 
Diseases of the Young Soldier. Am. J. Surg., 
1920, XXXiV, 215. 


The author states that an astonishing number of 
physically and mentally defective youths were 
accepted for army service who should have been 
rejected. Having been accepted, they almost im- 
mediately became expensive wards of the govern- 
ment and many of them will remain wards of the 
government for the rest of their lives. In Axtell’s 
opinion the defects in these cases may be traced 
back to birth and their persistence was due to the 
fact that no systematic program had been carried 
out for the child’s physical development. The 
prevalence of such defects became more evident 
when the men were segregated at mobilization 
camps in great numbers. 

Axtell found also an astonishing number of 
intestinal and anorectal diseases such as were 
hardly to be expected in young men. Men with 
these conditions and those who were poorly nour- 
ished or poorly developed early became victims of 
military training. The failure of reparative meas- 
ures may be attributed to the non-resisting and non- 
vigorous tissue due to the lack of physical training 
so essential to vigorous manhood. 
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In 70 cases of intestinal and anorectal diseases 
reported, hernia and recurrent hernia took first 
place with 17.5 per cent of operative failures. 
Hemorrhoids came second; appendicitis, third; 
fistula-in-ano, fourth; fissure-in-ano, fifth; and 
prolapsus recti, sixth. According to the provisions 
of the War Risk Insurance Act, the disabilities in 
these 70 cases entail a fixed expenditure of $439,200 
exclusive of the cost of subsequent treatment, 
hospital care, appliances, and increased compensa- 
tion for increase of the disabilities, a sum which in 
most cases exceeds the amount of actual com- 
pensation. 

The primary cause of the deficiencies described 
dated back to birth; in other words, the child’s 
health was made secondary to material success 
although for the past twenty-five years various 
agencies, such as the U. S. Public Health Service for 
Child Welfare, the Anti-Tuberculosis Association, 
and others have carried on a vigorous campaign of 
education. The cause of the development of these 
conditions and of failure in attempts to correct 
the deficiencies is attributed, first, to the military 
necessity requiring early return to duty, and second, 
to the lack of skill on the part of those in charge of 
the after-care of such patients, the wearing of ill- 
fitting uniforms, and the improper use of the 
various army belts, etc. 

In conclusion the author expresses the opinion 
that if the principles of military training and the 
instruction in personal hygiene, sanitation, regulation 
of habits, and other subjects given during the war 
were followed in civil life, they would be the means 
of creating at least two generations of vigorous 
manhood and that in the future the public in 
general, observing the tremendous benefits, would 
be more easily approached in regard to the physical 
care and development of the -hild. 


White, F. W.: A Brief Experience with Appendicos- 
tomy and Czcostomy for Intestinal Stasis in 
Epilepsy and Neurasthenia. Am. J. M. Sc., 
1920, clx, 199. 

In a review of the literature not one considerable 
series of cases was found in which uniform benefit 
was derived from appendicostomy and cecostomy in 
epilepsy and neurasthenia. 

The author reports 4 cases, 2 of epilépsy and 2 of 
neurasthenia, which were operated on as a last 
resort by this method. In both of the cases of 
epilepsy the condition was of fourteen years’ dura- 
tion. The neurasthenic patients complained of 
headache, insomnia, attacks of indigestion, anorexia, 
loss of weight, poor circulation, fatigue, and mental 
apathy. In all of these cases there had been 
habitual constipation, the cecum was palpable, 
and a delay in the passage of barium was shown in 
the roentgen examination. 

One of the neurasthenic patients was given irri- 
gations twice a day for a while and than once a day 
for ten days. As considerable discomfort then de- 
veloped near the opening in the intestine, the ap- 


pendix was removed and the abdomen closed. Dur- 
ing the period of treatment the patient gained 15 
Ib. in weight. 

The second neurasthenic patient also was given 
daily irrigations. In this case the appendicostomy 
incision still remained open at the end of nineteen 
months. 

Following treatment by daily irrigation in the first 
case of epilepsy the attacks stopped for eight months 
but the appendicostomy opening was not allowed to 
close for twenty-seven months. 

In the second case of epilepsy daily irrigation was 
given for six months. The attacks stopped for two 
months and the patient gained 5 lb. in weight. The 
appendicostomy opening was allowed to close after 
six months. 

The condition of one neurasthenic patient is today 
definitely improved but that of the other is unim- 
proved. In the cases of epilepsy the results were 
striking for a time but the attacks recurred in a 
milder form. 

In the selection of cases for this form of treat- 
ment an attempt must be made to determine 
whether the condition is the cause or the effect of 
intestinal stasis. 

Thorough medical treatment must be given 
before operation is considered. The greater the 
delay in the emptying of the colon the more suitable 
the case for surgery. Short-circuiting and colectomy 
are too severe for trial. Kart L. VEHE. 


Chase, I. C.: The Surgical Principles Involved in 
the Treatment of Rectal Fistula. Texas State 
J. M., 1920, xvi, 154. 

According to Chase, a cure is claimed in less than 
50 per cent of the cases of rectal fistula on record. 
The poor results are due largely to the Jack of cor- 
rect surgical principles.. The author outlines five 
essential fundamental principles, but directs at- 
tention chiefly to the third, viz: 

“The advancement of the rectal mucosa suffi- 
ciently to provide a perfect rectal and anal canal 
with no solution of continuity through which 
infection may pass to the perineum, peri-anal, and 
ischio-rectal spaces. 

“‘For a complete, deep fistula, the old method of 
incising the intervening tissues on a grooved 
director may be followed. The wound is retracted 
and gives easy access for dissection. The fistulous 
tract is excised or curetted, as thought best. The 
mucosa is then seized with broad-nosed forceps. 
With the handle of the knife, or best, by blunt- 
pointed scissors curved on the flat, aided when 
necessary by a snip, the mucous tube, or the acces- 
sible part of it, is dissected from the muscularis until 
a sufficient flap or tube of mucosa may be pulled out 
by gentle traction. 

“Next, in a fistula of this type, the cut muscularis 
and the internal sphincter are united. In certain 
cases the sphincters need not be cut, but after the 
dissection of the mucosa the fistulous tract may be 
dissected through the sphincter, should it penetrate 
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it, or if wide drainage be indicated, the sphincters 
need be only loosely approximated, in which case 
the perfect mucous tube will keep the mucosa from 
overlapping or growing between the sphincter ends, 
whi h is one of the frequent causes of failure of 
sphincter repair. 

“Next, the external sphincter and the inner 
portion of the perineum may be united. Non- 
absorbable tension sutures should be used externally. 
The outer part of the perineal incision, the original 
site of the sinus, should be left open to a degree 
indicated by drainage requirements. Next, the 
mucous tube is pulled down, folded in order to get a 
good bite with the needle, and sutured to the skin. 
There should be little tension on this mucosa; it 
should be united to the skin by as few stitches as are 
required to hold it, in order that good drainage may 
be afforded the submucous space. 

“This mere technique discloses and drains some 
blind submucous fistulous extensions which are 
overlooked and undrained by present methods of 
operating. Redundancy of the mucous membrane 
will rapidly disappear or, if desired, it may be 
trimmed off when union is complete in its new 
position in the anal canal. The object of the whole 
procedure is thus seen to be the transformation of 
the original pathology into a blind, external fistula.” 

This detailed procedure is clearly illustrated with 
drawings and photographs. The author gives a short 
history of the method and mentions the slight 
modifications which have been suggested by other 
workers. A. R. HOLLENDER. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Rous, P., and Larimore, L. D.: The Biliary Factor 
in Liver Lesions. J. Exper. M., 1920, xxxii, 249, 


The term “biliary” has long been applied to @ 
diverse group of hepatic le. ions distinguished by 2 
peculiar cirrhosis with more or less evidence of stasiS 
in the finer bile ducts and inflammation of their 
walls. The actual part played by bile in the produc- 
tion of the connective-tissue changes seen in such 
cases and of chronic lesions in the human liver in 
gencral is not definitely known. According to some 
authors human bile is incapable of permanently in- 
juring the liver, but there is positive evidence that 
in some cases it has been the cause of severe hepatic 
damage. 

For the purposes of the investigation here re- 
ported the authors assumed that human bile, 
while innocuous as compared with the bile of certain 
other species, sometimes produces liver injury. 
Their object was to obtain through experiment a 
better understanding of “biliary lesions” with 
special reference to the part played by bile in their 
causation. No attempt was made to ignore the fac- 
tor of infection. 

Rabbits were used in the experiments as in this 
animal it is possible to obtain results uncomplicated 
by infection or intercurrent cirrhosis. 


Ligation of the common duct of the rabbit resulted 
in a mixed lesion from injury throughout the entire 
length of the bile channels. When single ducts were 
obstructed and the portal stream altered, cirrhoses 
of pure monolobular and diffusely intralobular 
types were produced. The character of the connec- 
tive-tissue changes was determined by the path of 
escape of the bile from the collecting system. This 
was conditional to a great extent upon the secretory 
activity, which in turn was dependent upon the 
blood flow. The portal flow was largely diverted 
from regions of local stasis through encroachment on 
the stream bed by the dilated ducts. 

It was found that there was a large margin of 
safety in bile elimination by the normal hepatic tis- 
sue. Less than a quarter of the liver of the rabbit— 
and this deprived of its entire portal stream— 
sufficed to keep the organism healthy and free from 
clinical jaundice when the ducts of the remainder 
of the liver, which received all of the portal blood, 
were ligated. The vicarious elimination thus 
illustrated was of great importance for regions of 
local stasis as it kept the blood relatively free from 
bile, thus preventing resecretion into such regions 
res facilitating exchange from them into the body 

uids. 

The experimental monolobular and intralobular 
cirrhoses were the result of the limitation of biliary 
lesions to special levels of the duct system. Their 
resemblance to the various forms of “‘biliary” 
cirrhosis referred to as ‘“Hanot’s cirrhosis” was 
close, and in the authors’ opinion the diverse liver 
lesions of Hanot’s disease may be readily explained 
by the assumption that the stasis, with or without 
infection, which was indubitably present, had its 
situation at different levels in different cases. There 
were reasons for the view that bile stasis per se was 
sometimes a prime cause of the malady. Certainly 
such stasis complicated many chronic liver lesions. 

GrorceE E. BEmsy. 


Finsterer, H.: The Diagnosis and Treatment of 
Liver Injuries (Zur Diagnose und Therapie der 
Leberverletzungen). Beitr. z. klin. Chir., 1920, cxix, 
598. 

Finsterer reports 15 cases of liver injuries, 12 of 
them subcutaneous ruptures and 3 gunshot wounds. 
In 12 of them there was a slowing of the pulse which 
the author regards as a definite and constant 
symptom of liver injuries. To demonstrate it the 
determination of the pulse rate must be begun soon 
after the injury and continued for some time because 
finally, as the anemia increases, a quickening of the 
pulse sets in. In 3 of the author’s cases, which were 
not observed sufficiently because they entered the 
hospital late, no bradycardia was noticed. 

Finsterer attributes the bradycardia to the bile 
acids and has proved the truth of this assumption 
experimentally. The demonstration of a bradycardia 
indicating an injury to the liver is not necessarily 
an indication for operation, however, as this symp- 
tom occurs also in the so-called subcapsular rup- 


t 
a 
: 


456 


tures which often become cured without operation. 
The presence of other symptoms of hemorrhage, 
such as anemia and ascites, are essential to warrant 


_ surgical measures. When they are present the slow 


pulse should not be regarded as contra-indicating 
operation. In such cases the persistence of the 
bradycardia after continued hemorrhage is a favor- 
able symptom provided immediate operation is 
undertaken. 

Regarding treatment the author points out that 
in many cases packing is sufficient to stop the bleed- 
ing. Operation should be performed under local 
anesthesia, a little ether being given while the liver 
is being handled. Chloroform is contra-indicated 
lest degeneration of the liver parenchyma follow, 
especially in the presence of anemia. Blood trans- 
fusion is to be considered, even though Kreuter’s 
cases are not enlightening in this matter. 

AGEMANN (Z). 


Zerbino, V.: The Relation between the Hydatid 
Cysts of Children and Those of Adults (Rela- 
ciones entre el quiste hidatico del nifio y el del 
adulto). Amn. Fac. de med. Univ. de Montevideo, 
1920, Vv, 46. 

Hydatid cysts are pre-eminently a disease of 
infancy, childhood, and early adult life up to about 
the age of 35 years. Early life up to the age of 
puberty constitutes the period in which they are 
most common. The frequency of cases within this 
period includes at least one-third of all cases. The 
period of greatest frequency is between 20 and 25 
years. 

Hydatid infection may occur at any age but de- 
pends largely upon close contact with the soil, 
which is more favorable in childhood. 

The development of hydatid cysts seems to take 
place very easily and rapidly in infancy, the cysts 
becoming manifest in their most common locations 
in from one to six years. Multiplicity of hydatid 
infection in the same child is frequent, a fact to be 
explained upon the basis of frequent exposure and 
contamination. 

Vesiculization and suppuration of hydatid cysts 
are less frequent complications in children than in 
adults. They may occur, however, at almost any 
age and in almost any stage of evolution of the cyst 
according to the particular organ involved. The 
cyst may reach a very large size in a relatively 
short time. 

Neither vesiculation, suppuration, nor the size 
of the cyst is a criterion of the age of the cyst. 
Its development and senescence depend upon the 
growing conditions of the medium which is fur- 
nished the parasite. The author’s statistics show that 
from two to eight years are sufficient for the cyst 
to be recognized clinically and also to attain con- 
siderable size. 

The growth of cysts is not equal in all tissues 
nor uniformly progressive in a given location. 
They may undergo periods of inhibition and ex- 
acerbation. R. MEEKER. 
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Carro, S.: The X-Ray Diagnosis of Gall-Stones 
(El diagnostico radiologico de los calculos hepaticos). 
Prog. de la clin., Madrid, 1920, viii, 181. 

Radiological exploration in cases of cholelithiasis 
is difficult and in most cases unsuccessful. The 
difficulties depend upon the subject examined, the 
constitution and anatomical relations of the liver, 
and the nature of the calculi. The abdominal viscera 
are more difficult to examine in obese persons. The 
distance of the calculi from the plate is also increased 
in such cases, so that the image of a stone which 
would otherwise appear indistinctly is unrecog- 
nizable. Moreover, the location of the gall-bladder 
may be inconstant and vary within wide limits 
from the normal anatomical position of the ninth 
costal cartilage. 

In cases of enlarged liver, ptosis, adhesions in the 
region of the gall-bladder, and pressure by tumors in 
neighboring viscera, the location of the gall-bladder 
is made uncertain. The presence of pathologic 
conditions in the liver, such as cirrhosis, congestion, 
etc., and the viscosity of the bile surrounding the 
calculi are other features which will affect the 
diffusion of rays and the projection of the image 
onto the plate. In addition it is well known that 
stones composed of pure cholesterin are difficult to 
demonstrate, and the majority of stones are made 
up for the most part of this substance. Those con- 
taining a fair amount of calcium salts are more 
easily recognized by their nearly circular outline, the 
comparatively dense border, and the more or less 
transparent central portion. The composition of the 
stone is therefore of greater importance than its 
size. 

Before examination the gastro-intestinal tract 
should be thoroughly emptied. Since the presence 
of gas in the stomach favors gall-stone shadows, the 
patient should be given 4 gm. each of sodium 
bicarbonate and tartaric acid just before the ex- 
posures are made. The colon should also be inflated 
with air just before the examination. The patient 
should then take a ventral position above the plate 
with the arms crossed so that the right upper 
quadrant lies in complete contact with the plate. 
Two exposures are necessary, one with a soft tube 
and another with a medium hard tube. The patient 
should hold his breath in deep inspiration and the 
exposures should be instantaneous. 

In the interpretation of the plate there are many 
causes for confusion. Calculi of the right kidney, 
enteroliths, calcified costal cartilages, calcified 
lymph glands, and pancreatic calculi have all been 
mistaken for gall-stones. The percentage of suc- 
cessful demonstrations by the X-ray is therefore 
very low, the general average of all operators 
being 2 or 3 percent. The highest claims are be- 
tween 10 and 15 per cent. In many hundreds of 
gastro-intestinal examinations the author has never 
discovered gall-stones incidentally. With the tech- 
nique described, however, they may be demonstrated 
in from 5 to 10 per cent of cases. 

R. MEEKER. 
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Warren, R.: The Treatment of the Diseased Gall- 
Bladder. Practitioner, 1920, cv, 102. 

The gall-bladder should not be removed when the 
difficulties of its removal are so great as to render the 
operation dangerous or it can be advantageously 
employed to drain the biliary passages. Warren 
regards the diseased: gall-bladder very much in the 
same light as the diseased appendix, and believes 
that the correct treatment is cholecystectomy per- 
formed while the condition is still localized. 

In considering the early diagnosis of gall-stones 
it is most important to remember that such calculi 
are a very fertile course of dyspepsia, especially in 
stout middle-aged women. In such subjects the 
presence of gall-stones should be suggested by the 
occurrence, after meals, of pain or discomfort asso- 
ciated with nausea and sometimes with vomiting 
which does not relieve it, and with flatulence which 
is often troublesome at night, causing great discom- 
fort in the chest and a feeling of suffocation. The 
two classical signs, pain, which is sufficiently 
severe and spasmodic to warrant the term “‘colic,”’ 
and jaundice, are often absent for a long period; in 
fact, the first evidence of severity may be an attack 
of acute cholecystitis with local peritonitis. The 
possible presence of gall-stones should be borne in 
mind, therefore, in the examination of patients who 
are supposed to be suffering from flatulent or nervous 
dyspepsia or some obscure form of heart attacks. If 
reasonable evidence of calculi is found, operation 
should be advised before the complications ensue 
which are apt to render surgical treatment more 
diflicult and prolong convalescence. 

Howarp A. McKnIcat. 


kKrabbel, M.: Torsion of the Neck of the Gall- 
Bladder (Die Stieltorsion der Gallenblase). Deut- 
sche Ztschr. f. Chir., 1920, cliv, 1, 76. 

The author has observed three cases of torsion 
of the gall-bladder. These were cases of so-called 
“wandering gall-bladders,” two of which were 
twisted about 360 degrees, and one, 180 degrees. 
The condition resulted in marked disturbances of 
nutrition. 

In the literature the author has been able to find 
the reports of five other cases of this kind. These 
he gives briefly. According to Payr, the torsion is 
due to the fact that the veins of the neck of the 
gall-bladder are stretched by constant pressure of 
the blood and therefore become long and tortuous. 
When, because of a pathologic condition, this pres- 
sure is increased still further, it causes the organ to 
twist upon itself. As the veins are unable to untwist 
this torsion because of their lack of strength the 
majority of authors believe that other factors are 
involved in addition. In Krabbel’s opinion the 
cystic duct acts in the same way as the veins when 
it becomes elongated by pressure. 

The condition occurs only in very old persons 
who are decrepid and emaciated, and most often in 
women. At first a tumor mass the form and size of 
a kidney placed transversely may be palpated 
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at the under margin of the liver. In the later stages 
the symptoms of ileus and peritonitis predominate. 
As a result of the torsion hemorrhagic infarction 
of the gall-bladder occurs, then necrosis, and finally 
perforation. 

The treatment is surgical, namely cholecystec- 
tomy. As a rule the operation is not difficult and if 
performed in time offers a good prognosis. 

WINIWARTER (Z). 


Hutchinson, H. S., and Fleming, G. 3.: The 
Digestion and Absorption of Fats in a Case of 
Congenital Atresia of the Bile Ducts. Glasgow 
M.J., 1920, n.s. xii, 65. 


The authors report a case of congenital atresia of the 
bile passages, a not uncommon condition, to demon- 
strate the effect of the absence of bile from the 
intestine on the digestion and absorption of fats. 
The results of the study of fat metabolism, which 
was made very carefully, are summarized as follows: 

1. The digestion of fat was only slightly in- 
hibited, the fat being split into free fatty acids and 
soaps to almost the same degree as in normal 
conditions. The daily loss of neutral fat was only 
1.87 gm. out of an intake of 19.6 gm. 

2. The absorption of fat was very defective 
inasmuch as in this case it was about one quarter 
of what it should have been normally. 

3. In view of the fact that at postmortem the 
pancreas was found to be normal and its duct patent, 
it is logical to conclude that the absence of bile 
inhibited the lipolytic action of the pancreatic 
secretion to only a slight extent. On the other hand, 
the analysis of the stools revealed a gross defect in 
the absorption of soaps and fatty acids and as the 
one abnormal factor was the absence of bile from 
the gut, it is reasonable to suppose that bile is a 
factor of importance in the absorption of fat rather 
than in the fat-splitting action of the pancreatic 
secretion. Harotp K. Bece. 


Speed, K.: Carcinoma of the Pancreas. Am.J.M. 
Sc., 1920, clx, 1. . 

In this article the author discusses the important 
diagnostic symptoms and the operative methods 
employed in 52 casesof primary pancreatic carcinoma 
and tabulates the anatomical diagnoses from 12 
autopsies. 

The most prominent symptoms in order of fre- 
quency were as follows: 

1. Cachexia. This was present in 90 per cent of 
the cases, and was very rapid. 

2. Jaundice. Jaundice was found in 8o0per cent of 
the cases, and in many was the condition which first 
alarmed the patient. It was progressive and soon 


presented all the symptoms of cholemia. 

3. Pain. This symptom was present in 61 per 
cent of the cases. At first it was colicky in character 
and in many cases was noticed just preceding the 
onset of jaundice. After a few weeks it became duller 
but remained constant and frequently referred to the 
back. 
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4. Knowledge on the part of the patient re- 
garding the presence of an abdominal tumor mass. 
This was recorded in 55 per cent of the cases. 

5. Ascites and hemorrhage. These occurred in 
about 20 per cent of the cases. 

In the diagnosis the X-ray examination, stomach 
analysis, and various laboratory tests proved to be of 
little value. 

Surgical treatment is difficult to apply to patients 
suffering with carcinoma of the pancreas because of 
the increase in the coagulation time of the blood, the 
fatal results of free pancreatic secretion in the 
abdominal cavity, and the slow formation of ad- 
hesions in the presence of pancreatic exudate. The 
author prefers palliative treatment consisting of 
cholecystenterostomy and drainage of the bile. 
The condition is rapidly fatal, however, death 
usually resulting within a few weeks. Speed lays 
stress upon the importance of examining the pancreas 
when operating in the region of the pylorus or gall- 
bladder. 

In autopsies following death from carcinoma of 
the pancreas it was found that: 

1. The head of the pancreas was the portion most 
often involved by the carcinoma, the body next, 
and the tail least often. 

2. Metastasis usually occurred first in glands 
around the pancreas and the gall-tracts, and next in 
the liver. 

3. The common duct is completely embedded in 
the head of the pancreas in 62 per cent of human 
cadavers; in the remainder it lies in a deep groove in 
the head of the gland. 
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4. There are two forms of carcinoma of the 
pancreas, one type the cylinder cell adenocarcinoma, 
and the other carcinoma simplex. 

Haron K. Becc. 


MISCELLANEOUS 


Kaestle, C.: The Healing Effect of Air in the Ab- 
dominal Cavity (Heilwirkung der Luftfuellung de 
Muenchen. med. Wchnschr., 1920, 
xvii, 714. 


The author reports three cases the cure of which 
he ascribes directly to the injection of air into the 
abdominal cavity. In all of these cases there was 
severe pain in the epigastrium associated with a 
decrease in the patient’s general strength and 
nutrition. The liver was greatly enlarged and in 2 
cases there was also enlargement of the gall-bladder. 
An exact diagnosis could not be made. Even the 
pneumoperitoneum did not clear it up. The air 
was allowed to remain in the body. Immediately 
after its injection marked improvement was noted 
in every instance. This improvement continued, 
and in five or six weeks recovery had resulted, the 
pain and the enlargement of the liver and gall- 
bladder having disappeared entirely. All other 
therapeutic measures were discontinued. The 
cause of the recovery is difficult to explain. Es- 
pecially in the first case it is probable that the 
pressure change. in the abdomen, and perhaps also 
the breaking up of adhesions, had something to do 
with the result. E. Koente (Z). 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Coley, W. B.: Sarcoma of the Clavicle—Results 
Following Total Excision. Ann. Surg., 1920, 
Ixxii, 231. 

In a previous paper the author reported a total 
of 65 cases of sarcoma of the clavicle, nearly all of 
which had been treated by total or partial resection. 
In addition to these he has had under his own 
observation since that time 5 other cases which are 
herewith reported. 

This article contains also a complete table of all 
the reported cases of sarcoma of the clavicle, total- 
ing 105. 

Coley summarizes his conclusions from this study 
as follows: 

1. Malignant tumors of the clavicle are com- 
paratively rare, only 16 cases having occurred in 
more than 275 cases of sarcoma of the long bones 
observed personally. The greatest number belonged 
to the sarcoma group, the few cases of carcinoma 
being metastatic developments from some recog- 
nized or unrecognized primary focus. 

2. Sarcoma of the clavicle occurs more frequently 
in men than in women, probably because the 


clavicles of the male are injured more frequently 
than those of the female. 

3. In the great majority of cases sarcoma of the 
clavicle is associated with recent local trauma, 
either in the form of a direct blow or muscular strain. 

4. A clinical history of pain and localized swell- 
ing of the clavicle usually following recent injury, a 
rapid increase in size, and a fairly characteristic 
X-ray picture will usually make an early diagnosis 
comparatively easy without the necessity for an 
exploratory operation. 

5. Local removal of the tumor or even a limited 
partial resection should be avoided. The treatment 
of choice, while the tumor is in an operable stage, 
should be: (1) total excision of the clavicle as soon 
as the diagnosis is made; and (2) a course of sys- 
temic treatment with the mixed toxins of erysipelas 
and bacillus prodigiosus which should be begun as 
soon as possible after the operation, continued for 
at least six months, and, when possible, supple- 
mented by local or regional treatment with radium 
or the X-rays. 

6. The mortality of total excision of the clavicle 
under modern treatment is very low and the func- 
tional use of the arm remains unimpaired. 

Emit C. RositsHEK. 
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Owen, W. B.: The Treatment of Knee-Joint 
Infections. Am. J. Surg., 1920, xxxiv, 202. 

This article touches briefly on infections of the 
knee joint other than purulent arthritis resulting 
from trauma, and reviews the important recent 
literature regarding the operative methods of 
treating arthritis of the purulent type. Willems 
does an arthrotomy, leaves the wound wide open, 
and then begins “immediate active mobilization” 
in which the patient himself moves the joint by 
muscular effort. The author draws the following 
conclusions in regard to the Willems method: 

1. The Willems method in suppurative arthritis 
produces free drainage of pus, promotes the circula- 
tion of synovial fluid with the maximum power of 
resistance, and stimulates the blood supply to the 
joint. 

2. The practical requirements of treatment are: 
(1) free drainage, and (2) active movement. 

3. Reports have shown that in about 50 per cent 
of the cases treated a useful mobile joint has been 
obtained. 

4. The Willems method should not be employed 
if delayed until the fulminating stage of suppurative 
arthritis has been reached. 

For deformity and stiffness following any type of 
knee-joint infection Owens advises physiotherapy. 
If an infected knee joint is to be opened, cleaned 
out, and closed immediately, operation must be 
performed early ,and all foreign material must be 
removed. If drainage is necessary it must extend 
only to the capsule and not into the joint. 

Owens usually makes an incision varying from 1% 
to 2 in. in length, parallel to the inner and outer 
border of the patella and extending into the joint, 
and then thoroughly washes out the joint cavity for 
twenty minutes with a 1:15,000 mercuric chloride 
solution. He then closes the capsule and other 
layers immediately, applies a plaster cast, and later 
institutes physiotherapy. 

The histories of cases of this type show that early 
operative treatment is extremely urgent if the joint 
or limb is to be saved. When joint infection is com- 
plicated by serious bone injury or injury to the fem- 
oral or popliteal artery or nerve, amputation is 
advisable. LIonEL D. PRINCE. 


Beust, A. T.: Osteitis Fibrosa and Bone Cyst with 
Congenital Fracture of the Tibia (Ostitis fibrosa 
und Knochencyste bei angeborener Unterschenkel- 
fraktur). Deutsche Zischr. f. Chir., 1920, clii, 60. 


The case reported was that of a boy 7 years old. 
When he was three weeks of age curvature of the 
left tibia above the malleoli was observed. About 
six months later the bone was fractured at the site 
of the curvature but did not heal. Suture of the 
bone after four weeks was unsuccessful. The leg 
was movable at the lower third of the tibia and the 
growth of the tibia was retarded. 

When the child was 6% years old a bone inlay 
was applied but the operation was unsuccessful. 
The femur was then 1 cm. longer, and the tibia 9% 


cm. shorter, than the corresponding bones of the 
other leg. At the juncture of the middle and lower 
thirds of the tibia was a pseudarthrosis. The X-ray 
showed that the cortex and spongiosa were definitely 
developed at the proximal end of the upper frag- 
ment but the cortex was smaller in the upper dia- 
physis, thicker than normal lower down, and at the 
site of the fracture filled the medullary cavity en- 
tirely. The distal fragment was cone-shaped with a 
rather pointed end. The spongiosa was apparent 
only in the epiphysis and the adjacent parts of the 
diaphysis. The larger part of it was revealed as a 
light homogeneous mass surrounded by a thick 
cortex shadow 1 cm. wide. The shadow of the 
lower end of the fibula was also light and indicated 
an interwoven structure. The structure of the 
astragalus seemed to be similar, but the rest of the 
bones of the foot approached the normal rather 
closely. 

The insertion of a bone and periosteal flap from 
the upper fragment between the two ends did not 
overcome the pseudarthrosis. Ten weeks later the 
lower end of the tibia was resected and an osteo- 
periosteal graft made from the healthy tibia was 
inserted so that its upper end extended about 1 cm. 
into the upper fragment and its lower end into the 
apparently healthy astragalus. The lower fragment 
consisted of periosteum and a thin layer of bone 
which could be easily compressed and torn, and 
contained a bloody marrow-like fluid. 

One year later a definite callus had formed at the 
ends of the graft, but a pseudarthrosis was again 
present as the graft had become loosened from the 
upper end. Tissue sections from the lower fragment 
consisted principally of interwoven fibers, fatty 
tissue, and hyaline cartilage. In the wall of the 
cyst the fibrous tissue had become changed to 
bone and cartilage, while near the margins it had 
been changed to calcium-free and calcium-contain- 
ing tissue and osteoclasts. 

The author states that there is a direct relation- 
ship between congenital fracture and bone cyst 
assuming histologically the picture of osteitis 
fibrosa and that congenital fractures may be due to 
osteitis fibrosa. GuEMBEL (Z). 


Freiberg, A. H.: Injuries to the Sesamoid Bones 
of the Great Toe. J. Orthop. Surg., 1920, ns. ii, 
453- 


A number of articles have appeared in which the 


‘significance of symptoms assigned to the region of 


the metatarsophalangeal joint of the great toe on its 
inferior aspect has been discussed. In the cases re- 
viewed the X-ray showed for the most part that the 
mesial or tibial sesamoid bone’ was divided by a 
transverse cleft into two parts which in some in- 
stances were of nearly equal size and in others very 
unequal. 

The observation has been made also that both 
of the sesamoid bones of the great toe are some- 
times divided congenitally. In examinations of 
100 clinically normal feet Geist discovered that 
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congenital division was present in 16. Little found 
a transverse division of the sesamoid in only 1 
plate in 1,000. 

The sesamoid bones of the great toe are not rarely 
the seat of traumatic damage and are subject to all 
of the varieties of trauma to which the patella is 
exposed. In a general sense the mechanism of the 
injuries in both cases is the same. 

In one case of luxation of the mesial sesamoid 
there was marked local swelling and the sesamoid 
could be plainly felt on the inferior and mesial 
aspect of the joint. The bone was removed under 
local anesthesia and the diagnosis confirmed. 

These cases are not those which arouse the greatest 
interest, but rather those in which the X-ray plate 
shows the division to be more or less transverse 
and the patient is unable to furnish a definite history 
of violence from without or of sudden onset of the 
condition. In nearly all of the cases reported com- 
plaint was made of recurring cycles of pain in stand- 
ing and walking, with swelling of the great toe joint 
which subsided after the activity ceased and re- 
appeared after it had been resumed for a time. The 
tenderness was quite characteristic in its location 
over the mesial sesamoid. The X-ray plate, which 
was relied upon for the definite diagnosis, showed a 
cleft dividing the bone into a distal and a proximal 
fragment. In most cases these fragments were un- 
equal in size. 

Cases of this kind have been reported by various 
observers in considerable numbers but there is a 
difference of opinion as to the significance of the X- 
ray picture chiefly for the reason that it seems be- 
yond question that division of the sesamoid not 
infrequently occurs as a congenital anomaly and 
without producing symptoms. Freiberg states, 
however, that it is possible to distinguish between 
the X-ray pictures of traumatic division and 
congenital cleavage. ‘The fracture shows sharp and 
pointed corners, whereas in congenital cleavage 
the ends are apt to be more rounded; the ends of the 
fracture line show a break in the cortical substance, 
while in congenital cleavage this is continued around, 
and the fragments of the traumatic variety are of 
irregular shape whereas the congenital sections are 
usually oval. Another finding indicating fracture 
is the evidence of reparative activity. 

The mechanism by which the symptoms are 
produced is the same, whether the division of the 
sesamoid is congenital or due to trauma. When in 


the act of rising on the toes the great toe is ab- 


ducted to a certain degree, the sesamoids, and more 
especially the mesial, act as a fulerum upon which 
the weight falls. According to the extent to which 
the power of the long flexor has become weakened, 
as by the effect of certain types of shoes, the stress 
upon the sesamoids in the short flexor becomes 
greater in this position. The sesamoid may thus 
become the site of a cross breaking strain which may 
separate it into two parts, or if a general cleft 
occurs, may result in damage to the fibers which 
connect the two segments. 
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The treatment consists at first of the application 
of a thick pad of felt immediately posterior to the 
point of tenderness and its retention by means of 
adhesive plaster. This pad should be replaced 
every few days until the tenderness is gone. An 
anterior heel or cleat of leather, %4 to 34 in. thick 
and 1% to 1% in. wide, should then be inserted 
between the layers of the sole of the shoe just be- 
hind the metatarsophalangeal joints and exercises 
should be instituted to develop the flexor power of 
the toes. Leo C. DonneELty. 


Monahan, J. J.: The Etiology of Bunions. Med. 
Times, 1920, xlviii, 149. 

The author discusses briefly and rejects the com- 
mon theories as to the cause of bunions, namely, 
certain types of shoes, dislocation of the sesamoids, 
and heredity. 

In the X-ray pictures of bunion-deformed feet 
he has noted three abnormal conditions: (1) ab- 
duction and outward dislocation of the phalanx; (2) 
enlargement of the internal lateral portion of the 
distal head of the first metatarsal bone; and (3) 
adduction of the first metatarsal bone. 

The third condition he considers the underlying 
cause of the first two. The cause of the adduction of 
the metatarsal is a wedge-shaped development of the 
anterior end of the internal cuneiform with the apex 
of the wedge directed toward the inner border of the 
foot. At times this wedge is a separate bone — the 
“fos intermetatarsum”’ described by Piersol — and at 
other times it is fused with the internal cuneiform. 

The author conjectures that the development of 
the supernumerary bone is another of the numerous 
stigmata of degeneracy as a similar bone is found in 
the feet of animals in which the first digit is opposa- 
ble. BEVERIDGE H. Moore. 


FRACTURES AND DISLOCATIONS 


Crile, W. D.: The Treatment of Septic Fracture. 
Illinois M. J., 1920, xxxviii, 144. 

The records on which this article is based include 
378 cases of septic fractures of the femur and 27 
cases of septic fractures of the knee joint, many of 
which were treated at the Edmonton Military Hos- 
pital in England. 

The author states emphatically that not only the 
fracture but also the whole limb, the muscles, fascia, 
nerves, skin, and joints above and below it must be 
taken into consideration. Perfect alignment will be 
of no benefit if capsular sclerosis and atrophy of the 
muscles about the joint, due to long immobilization, 
prevent function. 

An active blood supply should be assured to all 
the tissues. Therefore tight bandages are contra- 
indicated and free drainage should be effected when 
the tension of pus blocks the circulation. 

When sepsis occurs from surface inoculation, free 
dependent drainage is advocated even at the 
sacrifice of large sections of muscle. Sepsis is 
combated also by the application of fomentations 
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or Carrel’s treatment. A careful X-ray examination 
should be made and any sequestra immediately 
removed. Successful treatment depends chiefly on 
the early elimination of sepsis. 

As soon as the infection is localized or eradicated 
massage and early action should be begun. To ac- 
complish this an apparatus which will permit motion 
and massage of the soft parts to promote circulation 
while it maintains the reduction of the fracture is 
necessary. 

The author condemns mechanical means of 
obtaining fixation in septic compound fractures. 

Over 70 per cent of the patients with septic frac- 
tures of the femur who have been discharged from 
the Edmonton Military Hospital have good func- 
tion and the others have serviceable legs. 

Ropert V. Funston. 


Campbell, W.: Ununited Fractures of the Neck 
of the Femur. South. M. J., 1920, xiii, 585. 


The neck of the femur is the most frequent site of 
non-union. This fact has been attributed to inter- 
ruption of the circulation of the nutrient artery to 
the head, the inhibition of callus formation by the 
synovial fluid, the ordinary causes of non-union 
such as syphilis and the interposition of muscles, 
and, most frequently, failure of anatomical re- 
duction. The resultant disability is permanent 
and progressive. 

The author divides fractures of the neck of the 
femur into four classes according to their anatomical 
location and prognosis: 

1. Fractures of the base of the neck, subtrochan- 
teric, intertrochanteric, and trochanteric. These 
unite readily. 

2. Fractures of the neck with the upper end of 
the distal fragment within the acetabulum. In such 
cases a good functional result may be obtained with- 
out bony union. 

3. Impacted fractures. Impacted fractures may 
be united by simple rest in bed or any form of hip 
support. 

4. Fractures of the neck proper, i.e., ‘‘central”’ 
fractures. This is the most frequent site of non- 
union. 

Unlike other fractures, fractures of the neck of 
the femur are affected by non-union if they have 
not united by the end of eight weeks. The term 
‘delayed union” is not applicable to this fracture. 
The X-ray findings are unreliable as to the degree 
of firmness of union. Absorption of the head and 
neck in an old ununited fracture may be shown 
by a skiagram made when the limb is in external 
rotation. 

The treatment depends upon the individual case. 
The operation of choice is the insertion of an autog- 
enous bone peg taken from the tibia or fibula 
through the trochanter, the neck, and head, pre- 
ferably under X-ray control. As a rule the bone 
ends should be freshened through an anterior incis- 
ion, but when conditions are unfavorable only a 
small incision should be made over the trochanter. 
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In the cases of old or debilitated patients, nailing to 
stabilize the joint is indicated. When there is 
marked atrophy and absorption the head and 
neck should be removed and the denuded trochanter 
inserted into the denuded acetabulum. Retention is 
facilitated by removing the trochanter proper and 
attaching it to the shaft at a lower level. In the 
young, simple paring of the edges with perfect ap- 
position has been successful, but bone grafting is 
far more certain. Grafts are not used when marked 
atrophy of the head is apparent. 

The graft is absorbed but osteogenesis is stim- 
ulated by the living transplant, whereas metal, 
boiled bone, ivory, and other foreign materials 
inhibit callus formation. Dantev H. LevinrHAL. 


Jones, S. F.: Fracture of the Tibial Spine. Colorado 
Med., 1920, xvii, 217. 


In a review of the literature the author finds 23 
cases reported in a series of 9 articles. These date 
back beyond 1873, up to which time only 3 cases 
had been reported. Operative interference was 
advocated first by Pringle in 1907. 

Points of diagnostic interest in these cases are that 
the injury is caused by direct violence when the 
knee is semiflexed, there is considerable swelling and 
pain, and flexion is usually limited to between 15 
and 35 degrees. 

The author reports a case under his care and 6 
others under treatment by his colleagues. 

Emphasis is placed upon the fact that the internal 
semilunar cartilages usually escape injury, the pain 
is excruciating, and marked swelling may occur 
within afewhours. The lesion will be demonstrated 
in the X-ray plate and therefore a roentgen examina- 
tion should be made in every instance. 

In old cases the treatment is operative. The 
approach is made through the split-patellar route 
recommended by Sir Robert Jones. No wire should 
be employed. 

If the case is seen early, ice bags and a simple 
ham splint are applied at first and later a plaster 
cast. Complete immobilization for eight or ten 
weeks is essential before active motion is allowed. 
The result is usually a complete cure. 

Rosert V. FuNsTON. 


Ammarell, W. H.: Fractures between the Ankle 
, and the Middle of the Tibia. Pennsylvania M. 
J., 1920, xxiii, 602. 


Fractures at the juncture of the center and the 
lower third of the tibia are comparatively frequent 
as this is the narrowest and weakest point, the nutri- 
tion of the lower third of the tibia is not as good as 
that in other parts because the nutrient artery enters 
at the upper third, and this area is frequently ex- 
posed to injury. 

The fracture is usually oblique and extends from 
above and behind downward and forward. The 
upper fragment is displaced forward and the lower 
fragment upward and backward. The fibula is 
usually fractured a little higher up than the tibia. 
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In rare cases the tibial fracture is compound, a sharp 
spicule piercing the skin. 

The symptoms consist of pain, crepitus, deformi- 
ties, abnormal mobility, loss of function, and swell- 
ing. The swelling is usually severe and at its worst 
three or four days after the injury. Blebs due to 
the swelling require aseptic treatment. 

In simple fractures without swelling a plaster cast 
should be applied after the limb has been elevated 
for thirty minutes. The cast must not be tight or 
too loose. Constriction by a cast is dangerous and 
evidenced by persistent or increased swelling of the 
toes, blueness, or pain. A cast that is too loose will 
not hold the fragments in apposition. If a cast be- 
comes loose in two or three weeks it should be 
tightened or replaced. 

In cases of swelling the blebs should be opened 
and dressed aseptically. If the swelling becomes 
alarming it may be necessary to open the leg and al- 
low the extravasated fluid to escape, treating the 
incision aseptically. This is done best in a fracture 
box. 

Whatever apparatus is used in the treatment the 
following points must be borne in mind: 

1. The alignment of the bones of the leg must be 
maintained. 

2. Rotation of either fragment on its long axis 
must be prevented. 

3. The foot must be kept extended at right angles 
to the leg. 

4. Lateral deviation must be prevented. 

5. The anterosuperior spine of the ilium, the 
center of the patella,and the inner side of the great 
toe must be in a straight line. 

6. The fracture should be inspected from both 
the anteroposterior and the lateral aspects. 

Marcus H. Hosart. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Rath, H.: Accident Surgery and Secondary Wound 
Healing (Ueber Unfallchirurgie und sekundaeren 
Wundverschluss). Nederl. Tijdschr. v. Geneesk., 
1920, lxiv, 1707. 

Rath recommends the application of war wound 
therapy as developed in France to accident injuries. 
Infected wounds should be disinfected by the Dakin 
method, and when the microscopic examination 
shows that the pyogenic organisms have almost 
disappeared they should be closed either by second- 
ary suture or the use of Thiersch grafts. The advan- 
tages of this method are that the healing occurs with- 
in eight or ten days, contractions and scars do not 
form, and the period of convalescence is considerably 
shortened. 

For secondary union the wound must be com- 
pletely disinfected. There should be no dead tissue 
and the tension should not be too great. The wound 
should be well prepared twenty-four hours before 
the operation. The beginning scar tissue should be 
cut away and all superflous granulation tissue re- 


moved. Tendon and fascia or, when the latter is not 
feasible, fat flaps may be used to cover the wound. 
the skin margins being undermined. Catgut should 
be employed for the deep tissues and silkworm 
gut for the skin. Before grafting the wound must 
be well exposed and aseptic. The grafted area as 
well as the area from which the graft is taken should 
be covered before bandaging with Carrel’s wax 
which has been melted over a water bath. This 
should be either sprayed on the wound or allowed 
to drip on it from a brush. It should then be cov- 
ered with a thin sheet of cotton and over the cotton 
a second layer should be applied. This dressing may 
be removed in six days. The flaps remain on the 
wound as they do not adhere to the wax. The post- 
operative treatment consists in the use of Dakin’s 
solution. 

The composition of Carrel’s wax is as follows: 

Paraffin, melting point 52 degrees, 18 parts; 
paraffin, melting point 40 degrees, 6 parts; ordinary 
yellow wax, 2 parts; and castor oil, 1 part. 

FLACKEMANN (Z). 


Lotsch, F.: The Healing Processes in the Conserva- 
tive Treatment of Cystic Osteomyelitis (Heil- 
ungsvorgaenge bei konservativ behandelter cysti- 
scher Knochenmarkfibrose). Deutsche med. Wchn- 
schr., 1920, xlvi, 620. 


In proliferating fibrosis of the bone marrow there 
is a proliferation of the connective tissue elements of 
the marrow at the expense of the hematogenous 
elements and the bone tissue. The periosteum re- 
mains entirely unaffected. Frequently the giant 
cells of the bone marrow are involved in this pro- 
liferation (Eperlin). Through colliquation of the 
fibrous tissue cystic degeneration occurs. The cysts 
formed are not true cysts, however, as they entirely 
lack an epithelial or endothelial lining. The disease 
stops when the epiphyseal cartilage is reached. It is 
distinctly benign and therefore there is no indica- 
tion for such radical procedures as resection or 
amputation. It is sufficient to lay open the focus 
and curette it thoroughly. The periosteum may 
very quickly undergo degeneration and pathologic 
fractures may occur very frequently. The roent- 
gen-ray shows a more or less marked degeneration 
of the cortex, even when the periosteum remains 
intact. 

The author followed up the healing processes by 
X-ray examination in a case of a single bone cyst of 
the humerus. Nine months after the injury the 
medullary cavity of the shaft appeared very clearly 
to be filled with calcium-containing bone substance. 

Wo trsoun (Z). 


Sarria, P. A.: A Contribution to the Study of Bone 
Transplantation (Contribucié6n al estudio de los 
injertos oseos.) Prog. de la clin., Madrid, 1920, 


viii, 159. 
In a very detailed consideration of the entire 
subject of bone transplantation, Sarria classifies 
the indications for the operation as follows: 
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1. Traumatic lesions in which there is extensive 
bone destruction, as in injuries of all sorts, com- 
plicated fractures, destruction due to prolonged 
suppuration, fractures in which coaptation cannot be 
effected, and pseudarthroses. 

2. Bone diseases such as bone cysts, osteomyelitis, 
bone tuberculosis, osteitis fibrosa, and neoplasms 
such as sarcoma, myeloma, adamantinoma, etc. 

3. Congenital absence of bone. 

4. Deformities, either congenital or acquired, as 
in aplastic bones of the extremities, saddle nose, 
aplastic mandible, etc. 

Transplants have been. made of many materials. 
The use of foreign bodies, such as metal, gum elastic, 
ivory, etc., has been abandoned, however, as regen- 
eration does not occur when such materials are 
employed. Transplants of bones of animals usually 
die because of the changed serological reactions in 
their new environment. When dead human bones, 
which have been dried and prepared in a special 
way, are used, the transplant undoubtedly acts 
simply as a support. With its absorption regenera- 
tion of living bone fills the defect. 

The most successful method according to our 
modern conception is that in which autotransplants 
are employed, the bone graft being taken from the 
same individual into which it is to be transplanted 
and consisting of the cortex with its periosteum and 
endosteum. Such grafts may be taken from another 
part of the bone which is to receive the graft. as in 
the Albee inlay graft method, or from an entirely 
separate bone. In certain cases a portion of the tenth 
rib has been transferred to the inferior surface of 
the ulna, and in others, to the mandible. Frag- 
ments of the tibia of various sizes and shapes may 
be taken from the anteromesial surface without 
impairing the function of the leg, and the loss of 
bone is soon made up in regeneration. Such grafts 
may be used in most of the long bones of the body, 
in the Albee operation for Pott’s disease, and in the 
treatment otf cranial defects. 

As bone transplants will not survive in any con- 
siderable degree of infection, asepsis plays a major 
role in the technique of transplantation. The 
operative field is shaved forty-eight hours before 
the operation, and just before the transplantation 
it is mechanically cleaned and alcohol and iodine 
are applied. The transplant is removed best by 
circular saws of various sizes, either single or parallel, 
driven by an electric motor. Care must be taken 
to preserve the periosteal covering. The transplant 
is not touched by the hand, being held by forceps 
as it is placed in the bed previously prepared for it. 
The ends of the transplant are fixed into the ad- 
jacent ends of the living bone either by allowing 
the graft to impinge into the medullary canal or by 
fastening it with sutures of kangaroo tendon. The 
transplant should never be fastened with non- 
absorbable foreign materials as these act as irritat- 
ing bodies. ; 

As to the ultimate fate and function of the trans- 
plant authorities differ. Some maintain that the 
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graft dies and serves only as a stimulus to natural 
bone production. Others claim that the bone is re- 
absorbed and that new bone is formed only by the 
periosteum of the graft. Still others claim that 
proliferation is due to osteoblasts within the bone 
itself and that the periosteum does not produce 
bone tissue. Probably the most generally accepted 
theory is that regeneration of bone takes place 
not only from the periosteum but also from the 
endosteum and osteoblasts about the haversian 
systems. 

Details of several case histories are given with 
illustrations of the author’s special technique. 

R. MEEKER. 


Zadek, I.: The Correction of Congenital Club- 
Foot in Infants. J. Am. M. Ass., 1920, Ixxv, 536. 


The author believes that the most satisfactory 
time at which to begin the treatment of congenital 
club-foot is when the child is two weeks old. The 
object of treatment is to correct the deformity and 
to secure a relatively normal amount of motion. 
These results may be secured by considerable 
over-correction maintained for many weeks. 

There are two types of club-foot as regards shape: 
the long foot of relatively normal size, and the short, 
thick foot which is particularly broad in the fore- 
part. The latter type is usually more difficult to 
treat than the former. 

The varus must be completely corrected before 
the correction of the equinus is attempted as the 
normal relationship of the astragalus must be re- 
stored before dorsal flexion is begun. 

The author advocates the use of plaster of Paris 
changed at intervals of two weeks. The correction 
should be continued until the dorsum of the foot 
is against the lower part of the leg. This position 
should then be maintained for six or eight weeks. 
To keep the child from kicking the cast off, an 
adhesive strip may be placed on each side of the leg 
and incorporated into the plaster. 

After the equinus is overcome, the correction is 
best maintained by adhesive strips. To prevent 
cutting of the adhesive at the base of the great toe, 
several thicknesses should be used at this point. 
After the adhesive is removed, the child’s mother 
should be instructed to put the foot through the 
full range of motion opposite the original deformity 
frequently during the day. 

In some instances retention splints may be neces- 
sary, but usually when the case is properly super- 
vised no splint is required. When the child begins 
to walk the outer border of the shoe should be 
raised 14 in. 

Sometimes, despite much effort and the division 
of the Achilles tendon, the equinus cannot be over- 
come manually. In such cases the short posterior 
ligaments must be cut subcutaneously and the foot 
then put up in plaster in the calcaneovalgus position. 

The author believes that relapses of congenital 
club-foot treated early are due chiefly to the lack of 
sufficient treatment. Danrev H. LevintHAt. 
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ORTHOPEDICS IN GENERAL 


Marshall, H. W.: The Muscles and Ligaments of 
the Lumbar and Pelvic Regions: Their Me- 
chanical Arrangement and the Treatment 
of Their Weaknesses. Boston M. & S. J., 1920, 
clxxxili, 201. 

In his discussion of the mechanical arrangement 
and the variable strengths,of the muscles and liga- 
ments of the back Marshall illustrates the mechan- 
ical anatomy and points of possible pathology by 
means of diagrams and describes the mechanical 
supportive treatment which should be given in the 
treatment of their weaknesses. The principles have 
been carefully thought out. A proper understanding 
of them can be obtained only from a careful reading 
of the original article. 


In the discussion of the different types of belts and 
braces used in conditions of this nature a belt is 
described and illustrated which, with the aid of 
attached rubber cords, reinforces the pelvic sacro- 
sciatic ligaments and gluteal muscles. Longitudinal 
rotation of the sacrum can be controlled only by 
reinforcing the longitudinally acting ligaments 
and muscles. Ordinary belts and braces do not do 
this, and plaster spicas and the extension apparatus 
in recumbency have their disadvantages. The 
appl ance described gives fixation and support with- 
out limiting leg motion or causing discomfort. 

The author emphasizes the importance of combin- 
ing proper physiotherapy with mechanical support. 
Any method of therapy which uses one to the ex- 
clusion of the other should be abandoned. 

Lionet D. PRINCE. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Johanson, N. A.: A Surgical Operation for Lum- 
bago and Sciatic Rheumatism. Northwest Med., 
1920, xix, 195. 

The author calls attention to a class of patients 
who complain of pain in the lumbosacral region and 
along the sciatic nerve. This condition is always 
afebrile. 

The pain, which may be continuous or intermit- 
tent and very severe, may be due to a variety of 
causes, but in this article the author confines his 
attention to deformities of the fifth lumbar vertebra 
of congenital origin with chronic osteo-arthritis and 
osteitis in the lumbar spine. 

The varieties of deformity of the fifth lumbar 
vertebra include: (1) excessive thinness of the body, 
(2) greater thickness on one side than on other, (3) 
very long transverse processes which impinge on the 
ilium or fuse with the sacrum; (4) displacement of 
the vertebra, (5) irregularity in the size and de- 
velopment of the pedicles, and (6) irregularly de- 
veloped laminz which have failed to fuse. There 
may be also deformity of the upper sacral segments. 
The osteo-arthritic changes are like those in other 
locations. 

In the author’s opinion we should consider surgical 


only those cases in which there is a definite deform-~ 


ity of the fifth lumbar vertebra due to a congenital 
defect or changes incident to chronic osteo-arthritis. 

When merely osteo-arthritic changes are present 
Johanson removes the original focus if possible be- 
fore proceeding with the spinal operation. 

In the spinal operation the attempt is made to 
produce a permanent ankylosis, as in operations for 
tuberculosis of the spine, by inserting a bone graft 
from the tibia extending from the third lumbar 
to the first sacral vertebra. A posterior plaster cast 
is then applied and the patient kept in a Bradford 
frame bed for six weeks. The cast is removed in 
three weeks. In the six cases treated in this way the 
results were successful in all except one in which 
the graft became infected. Marcus H. Hopart. 


Williamson, R. T.: The Diagnosis of Spinal Menin- 
geal Tumor and Ilts Practical Importance. 
Brit. M. J., 1920, ii, 275. 

In too collected operative cases of spinal menin- 
geal ‘‘tumor” the character of the growth was as 
follows: 


Malignant Non-malignant 


Fibrosarcoma.......... 17 
Endothelioma.......... 1% 6 
Gliosarcoma........... 1 Fibromyxoma.......... 2 
Psammosarcoma....... I 
Fibromyxosarcoma... . . 1 Angiolipoma........... 1 
—  Lymphangioma........ 1 

55 Fibro-angioma......... I 

I 
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Sarcoma, hydatid cyst, fibrosarcoma, fibroma, 
endothelioma, and psammoma were, in the order 
named, the most frequent tumors found. These 
growths, which are usually solitary, are often 
easily enucleated. Metastasis seldom occurs in the 
malignant cases. 

The chief symptoms of a spinal meningeal tumor 
are root pains, unilateral or bilateral, followed later 
by signs of cord compression. The latter may at 
first be unilateral (Brown-Séquard lesion) and sub- 
sequently bilateral (paraparesis and paraplegia). 
The root symptoms are mainly pains in the sensory 
distribution of one or two spinal roots which may be 
followed in time by diminished sensation in the same 
area as the pain. Later paresis or paralysis may de- 
velop, com‘ng on slowly or suddenly in one limb or 
both. 

The chief reflexes may remain normal for some 
time following the onset of paralysis, but are 
eventually lost, and the Babinski and clonus re- 
flexes appear. Partial or complete anesthesia to 
touch, pain, and temperature develops and, early 
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or ate, the bladder becomes paralyzed. The symp- 
toms indicate a localized lesion, and extension is 
usually of the cross-section type. 

Three groups of cases may be considered in the 
differential diagnosis: (1) those in which root pains 
are noted but paralysis has not yet developed, (2) 
those in which paraplegia has’ developed and has 
followed definite root pains, and (3) those in which 
paraplegia has developed, but root pains have been 
indefinite or absent. 

The early diagnosis of cases in Group 1 is difficult, 
the condition having been confused with stone in 
the kidney, gall-stones, flatulence, intestinal colic, 
and intercostal neuralgia. If tabes dorsalis is 
excluded, bilateral pains limited to a few spinal 
roots and diminished cutaneous sensibility over the 
same area are suggestive of tumor. If root pains are 
felt in the arm or cervical rib, primary brachial neuri- 
tis, intrathoracic aneurism or new growth must be 
considered in the differential diagnosis. The diag- 
nosis of primary brachial neuritis is correct only 
when confirmed by subsequent recovery. 

In Group 2 conditions to be considered are those 
which produce paraplegia. Spinal syphilitic affec- 
tions cause much confusion. A positive history of 
syphilis, a positive Wassermann reaction, and im- 
provement under anti-syphilis treatment are helpful 
in the diagnosis. In acute syphilitic myelitis root 
pains are absent or slight and the paraplegic onset 
is rapid. In syphilitic meningomyelitis and in 
meningeal gumma root pains cover a wide area and 
are not localized. Occasionally, however, meningeal 
gummata are not diagnosed until the time of opera- 
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tion. In spinal pachymeningitis pain is bilateral 
and as a rule extends over a wide area. 

Spinal caries may be eliminated by prominence of 
the vertebral spines, muscular spasm, and the X-ray 
examination. Vertebral tumors are mostly malig- 
nant and metastatic; the pain is severe, particularly 
on movement, and is felt in the spine as well as along 
the course of the nerves affected. 

The fact that the symptoms of intramedullary 
tumor are practically the same as those of meningeal 
tumor greatly complicates the differential diagnosis. 

In cases of syringomyelia, glioma, and gliosis 
there are usually no root symptoms. Trophic and 
vasomotor phenomena in the skin, bones, and joints 
are common, and as a rule extension is extremely 
slow and occurs in a vertical direction. 

In Group 3 the diagnosis rests on symptoms in- 
dicating a progressive and transverse extension of 
the spinal cord lesion with a stationary upper limit. 

Tumor cells have been found in the spinal fluid, 
and by some observers a yellow color (xantho- 
chromia) is regarded as an indication of spinal tumor. 

Hydatid cysts of the meninges produce the same 
symptoms as other tumors, but the diagnosis may be 
made by the finding of cysts in other parts of the 
body. These cases are particularly suitable for 
operation. Ten of 75 patients with hydatid cysts 
were operated on successfully. 

Spinal meningeal tumor is not so rare as is gen- 
erally believed. Careful consideration in early dis- 
ease of the spinal cord would lead more frequently 
to its early recognition and to early successful 
operation. A. C. Jounson. 


MISCELLANEOUS 


CLINICAL ENTITIES— GENERAL 
PHYSIOLOGICAL CONDITIONS 


Love, R. J. M.: Some Surgical Complications of 
Dysentery. Practitioner, 1920, cv, 11. 


The author divides the cases reported into two 
groups, one group including those in which surgical 
treatment was necessary on account of lesions caused 
directly by the amoeba or bacillus, and the other 
including those in which surgical treatment was 
necessary because of complications secondary to 
the dysenteric infection. 

The treatment of the first group of cases and its 
results are summarized as follows: 

Acute cases in which the onset was sudden and 
characteriacd by fever, diarrhoea, tenemus, and the 
passage of blood-stained mucus, and in which there 
Was no reaction to medical or serum treatment gave 
very discouraging results. 

In chronic cases which slowly retrogressed in 
spite of medical and dietetic treatment, three differ- 
ent operations were performed: appendicostomy, 
cecostomy, and ileostomy. Appendicostomy per- 
mits direct lavage of the colon, but it has been 
proved by means of bismuth enemas that all of the 


large bowel can be reached by injections given 
through the rectum. 

Cecostomy and drainage by Paul’s tube gave 
better results, but drainage was never complete 
and the patient’s condition seemed to vary with 
the amount of drainage. 

Ileostomy appeared to be the most satisfactory 
operation. It puts the colon at complete rest as 
it prevents irritation by undigested food and the 
stimulation of peristalsis by the passage of fecal 
material. 

Whenever a liver abscess was su: pected the clin- 
ical symptoms and X-ray findings, blood examina- 
tion, and exploratory puncturing with a needle 
generally confirmed the diagnosis. If pus was 
found, the needle was left in place and a portion of 
rib was excised as in cases of empyema. The costal 
and diaphragmatic pleura were then sutured and 
the diaphragm incised at right angles to the direc- 
tion of the muscle fibers so that its contractions 
would not interfere with drainage. The needle 
being used as a guide, the liver tissue was then 
gently broken down until the abscess was reached. 
The abscess was drained with a rubber tube wrapped 
in gauze and the area irrigated with quinine solu- 
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tion. If the abscess was found to point toward the 
abdominal cavity, it was opened and drained 
through an abdominal incision. The prognosis of 
these cases was invariably grave. 

The results in the second group of cases are 
summarized as follows: 

Peritonitis developed in some cases because of 
devitalization of the bowel wall or leakage due 
to a dysenteric ulcer. Suture of the devitalized 
bowel wall proved to be very unsatisfactory and in 
most instances it was necessary to be content with 
drainage and hope for the formation of a fecal 
fistula. 

The differentiation between appendicitis and a 
typical dy:enteric ulcer of the appendix is very 
difficult. Operation was performed in all cases in 
which there was pain in the right iliac region 
associated with symptoms of appendix trouble. 

Parotitis is probably due to direct infection from 
the mouth along Stenson’s duct. Many of the cases 
of this condition were relieved by increasing the 
flow of saliva, but when suppuration was present it 
was deemed advisable to make an incision below the 
angle of the jaw and evacuate the pus. 

Arthritis should not be confused with the joint 
symptoms arising from the injection of anti- 
dysenteric serum. In the cases reported the joint 
most commonly affected was the knee joint. In a 
few instances the wrist and shoulder were involved. 
No treatment was given, however, as the inflam- 
mation gradually subsided as the patient regained 
strength. 

In most cases of perinaphritic abscess incision 
and drainage proved to be the most satisfactory 
procedures. When the operation was performed 
early improvement was rapid. 

The rectal complications of dysentery included 
hemorrhoids, prolapse of the rectum, and car- 
cinoma. These were treated succe:sfully by the 
routine surgical measures. Haroip K. 


Lawrence, C. H.: Observations upon Ductless- 
Gland Therapy. Boston M. & S. J., 1920, clxxxiii, 
160. 


The author emphasizes the various symptoms and 
syndromes found with dysfunction of each of the 
endocrine glands and states that it is most important 
to determine which gland is not functioning prop- 
erly. Also of paramount importance, if results are 
to be expected from treatment, is early treatment 
of the disease and this depends chiefly on a well 
taken history. 

The patient with slight malfunction of the 
thyroid complains of symptoms which are referable 
to disorder of the nervous system primarily. Such 
symptoms are associated also with disturbances of 
other glands, but in such cases do not occupy so 
prominent a position in the picture. A history of 
the character indicated accuses the thyroid gland. 
An increase in the basophiles in the blood, a patho- 
logic response to the Goetsch test, and an abnormal 
basal metabolism make suspicion a certainty. 
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Contrasted with the neurological tinge which 
dysfunction of the thyroid gives to the history, 
disorders of the adrenals are characteristically 
expressed in alterations of ability to mobilize energy. 
Thus hypo-adrenalism is associated with weakness 
of both voluntary and involuntary muscle. This 
condition appears in the history as easily induced 
fatigue, loss of muscular power, circulatory distur- 
bances and the like, but the altered nervous and 
psychic reactions are not present in any striking 
degree. Laboratory tests often disclose anemia 
and hypoglycemia. 

In ovarian dysfunction the influence of the gland 
upon the blood flow suggests that its most dominant 
activity (if its influence on sex characteristics is 
excepted) is related to the circulation. The phenom- 
enon of catamenia is the most striking evidence of 
normal ovarian activity, and the symptoms caused 
by abnormal activity logically express themselves 
in disturbances of the circulation. Flushing, head- 
ache, variable blood pressure, or similar evidences 
of unstable circulatory equilibrium are the most 
common and the most important symptoms. 

Disorders of the pituitary body cause a most 
complex picture since the structure is really two 
glands with separate functions. There may be 
over or under-activity of either part separately, or 
both parts together, or over-activity of one lobe and 
simultaneous under-activity of the other. In 
cases of early pituitary dysfunction the symp- 
toms suggest in a mild degree the phenomenon of 
hibernation. An abnormal désire to sleep, aversion 
to effort, without weakness and deranged carbo- 
hydrate metabolism are the most constant symp- 
toms. 

Lawrence cites a case of dysfunction of the 
pituitary gland in which the prominent symptoms 
were those of a disturbance of the metabolic pro- 
cesses, rapid growth at about the age of 16, an ab- 
normal desire for sleep, and under-weight. The 
patient was given whole pituitary substance by 
mouth and gained 17 lb. in weight. The metabolic 
disturbances then ceased completely as long as 
she continued taking the glandular substance. 

The selection of the proper glandular preparation 
is probably the most important point in the treat- 
ment of endocrine derangements, but there are other 
factors which, if neglected, will postpone or vitiate 
the results. Most of these early glandular derange- 
ments are sequel of infections or prolonged over- 
strain. Therefore rest is important and is sometimes 
sufficient to re-establish normal glandular activity 
without other measures. 

When the patient’s tolerance for the preparation 
is established, the dose should be increased until 
some effect, either good or bad, is noted. The proper 
dose in any case is the same as that of any other 
drug—sufficient to give results. If a small dose is 
tried first, and the patient is watched closely, serious 
untoward effects are not apt to follow. If adequate 
amounts of the preparation produce no results, 
there are two courses to pursue: first, it must be 
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demonstrated that the preparation employed is 
active, and second, if the preparation is found to be 
active, then the extract of another gland should be 
tried, the one which stands second in the list of 
probabilities being chosen. If then no single glandu- 
lar extract proves beneficial, it becomes logical and 
reasonable to employ combinations of synergistic 
extracts. Such combinations should be made as the 
symptoms warrant. EUGENE Cary. 


BLOOD 


Busman, G. J.: Rubber Tubing as a Factor in 
the Reaction to Blood Transfusion. J. Lab. & 
Clin. Med., 1920 Vv, 693- 


In an article in the Journal of the American 
Medical Association, April 10, 1920, Stokes and 
Busman of the Mayo Clinic described the reactions 
of patients receiving intravenous injections of 
arsphenamine and alkaline solutions through a 
certain brand of rubber tubing. The fact that a 
number of persons have been observed to experience 
a similar reaction following blood transfusion by the 
citrate method led Busman to study the possible 
relation of this reaction to new rubber tubing. 
Although the transfusion reaction in question is 
not so severe as that following the intravenous ad- 
ministration of arsphenamine through new tubing, 
a chill comes on from one-half to one hour after the 
injection and, with a gradual rise in temperature, 
there are varying grades of prostration and occasion- 
ally nausea and vomiting. 

The striking success of duplicating in dogs the 
reaction following intravenous injections of arsphen- 
amine in man led the author to use this animal in 
his study of the transfusion reaction. In order to 
approach the technique of transfusion in man as 
nearly as possible the experiments were performed 
under rigid asepsis. With continuous stirring, blood 
was drawn into sterile flasks containing 2 per cent 
sodium citrate solution until a concentration equiv- 
alent to 30 ccm. of citrate solution to 250 ccm. of 
blood was reached. In every instance each dog was 
given a transfusion of his own blood. 

From this series of experiments the following 

conclusions were drawn: 
_ 1. The supposedly pure gum rubber tubing which 
in preliminary experiments by Stokes and Busman 
produced a reaction when intravenous injections of 
arsphenamine were given is apparently able also, 
when new, to produce a reaction if used in blood 
transfusion. 

2. The toxic substance is taken up in sufficient 
amounts to produce a reaction in patients receiving 
transfusions of citrated blood through 80 cm. of 
new rubber tubing 4 mm. in internal diameter. 

3. Enough of the toxic agent is taken up by 250 
ccm. of normal uncitrated blood drawn through as 
little as 35 cm. of new rubber tubing (internal di- 
ameter 4 mm.) en route from the vein to the con- 
tainer of the citrate solution to produce a marked 
reaction when given through an old tube. Therefore 
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it is not necessary that whole blood be citrated for 
it to absorb the toxic principle. k 

4. The mechanically removable débris from the 
inside of new sterilized tubing does not produce a 
reaction when given in suspension in distilled water 
or 0.18 per cent sodium hydroxide solution. 

5. The toxic agent may be removed from new 
tubing by soaking the tubing in normal sodium hy- 
droxide solution for six hours. 

The author does not assume that rubber tubing 
is responsible for all transfusion reactions which 
present chills, fever, prostration, etc., but regards 
it merely as one factor. He is still investigating the 
identity and toxicology of the poisonous principle. 


Bloch, M.: Coagulation of the Blood: A Study of 
the Anti-Coagulant Action of Sodium Citrate 
and of the Part Played by Calcium in the 
Blood. Lancet, 1920, cxcix, 301. 


The author calls attention to the inadequacy of the 
methods generally used at present in determining 
blood coagulability. While they serve fairly well to 
demonstrate states of decreased coagulability, they 
lend themselves with the utmost difficulty to the 
determination of states of increased coagulability. 
To be satisfactory a method in vitro must permit the 
immobilization of the forces of the coagulation re- 
action without in any way impairing them and must 
also permit the initiation of the reaction again at 
will. 

The action of sodium citrate differs in two ways 
from that of the two other most frequently used 
anti-coagulating salts, the oxalates of potassium and 
sodium and the fluorides of sodium. Coagulation 
may be made to occur in citrated blood by the 
addition of extraneous calcium ions, but this is not 
possible if coagulation has been prevented by the 
use of the fluoride or an excess of the oxalate. A 
second difference may be observed in the antagonis- 
tic action of sodium citrate toward the precipitation 
of salts. The alkali oxalates and fluorides do not 
have such anti-precipitative qualities. 

In considering the action of the citrate on the 
blood calcium the author quotes the view of Sabat- 
tani who holds that while the citrate does not pre- 
cipitate the calcium in the blood, it modifies its 
state of ionization and thus annihilates it func- 
tionally. 

Another view of the action of calcium in the 
blood is based on the conception of the blood plasma 
as a colloid and considers the action of sodium citrate 
on certain colloidal phenomena. Normally, in 
coagulation, calcium plays the réle of an “‘electro- 
lyte” which tends to precipitate the solution, but 
the presence of the citrate entirely prevents this by 
placing the calcium in what is termed an inactive 
hidden state. In the light of this conception, the 
author suggests the hypothesis that the calcium 
exists in the circulating blood in an inactive latent 
state, and that even the simplest changes in its 
physical reactions may be sufficient to convert it 
into an active electrolytic precipitant and thus 
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effect coagulation. Advancing further, he states 
that the activated calcium may be regarded as a 
catalyzer and that this conception does not conflict 
with the older enzymic theory of coagulation. 

In verifying and applying this hypothesis to 
clinical states Bloch has evolved and briefly de- 
scribed a method for revealing experimental and 
pathological variations of coagulability of much 
broader usefulness than the older methods. It 
allows also a most exact study of the qualities of 
the coagulation. 

Bloch has been able to show that sudden profuse 
hemorrhage is followed by a primary rapid fall 
in coagulability which is followed after some hours 
by an increased coagulability. Similar changes 
occur in anaphylactic shock. In small protracted 
hemorrhage only hypercoagulability is present as a 
rule. 

Coagulability has been found decreased in 
affections of the liver associated with marked hepatic 
insufficiency, in lesions of the kidney such as 
Bright’s disease, in cardiac affections, mechanical 
pulmonary congestion, influenza, typhoid, miliary 
tuberculosis, and certain polyglandular and endoc- 
rinous disturbances. In this connection it has been 
claimed that coagulation is disturbed in the menor- 
rhagias of women who present evidences of ovarian, 
thyroid, pituitary, or adrenal insufficiency. 

Disturbances of coagulation, however, must not 
be regarded as the sole pathology in cases presenting 
the hemorrhagic diathesis. Attention is called to 
the fact that an endotheliovascular insufficiency or 
dystrophy may be present and must be considered. 

By recognition of these two factors, nice distinc- 
tions may be made between the various types of 
purpuras and thromboses and true hemophilia 
may be distinguished from hemophilic states. 

H. W. BACHMAN, 


BLOOD AND LYMPH VESSELS 


Haeller, J.: The Surgical Treatment of Popliteal 
Aneurisms (Zur chirurgischen Behandlung der 
Aneurysmen der Arteria poplitea). Deutsche Ztschr. 
f. Chir., 1920, clii, 169. 

After discussing the anatomical relations of the 
popliteal space the author describes various types of 
injury of the popliteal artery. In cases of sub- 
cutaneous rupture gangrene usually sets in, and in 
the development of the gangrene the rapidly forming 
hematoma plays an important part. This condition 
was observed after gunshot injuries and made rapid 
surgical intervention necessary. It is therefore 
advisable to attempt to suture the vessel whenever 
possible. In most cases of war injuries gangrene is 
not so common because the blood has an opportunity 
to escape and severe pressure is avoided. ° Vessel 
suture is the operation of choice. 

Early surgical treatment is advised by many as 
vessel suture can be performed even in an infected 
area. If urgency does not demand it, however, the 
author believes that operation should be performed 
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during the fourth or fifth week when the field is 
clean and the collateral circulation has become 
established. Various methods to determine this 
are described. Compression of the sac for a few 
weeks prior to the operation is advisable if the dila- 
tion is a distinctly arterial aneurism. In arterio- 
venous aneurism the central ends of both vessels 
are dilated so that the development of collateral 
circulation is favored. In such cases the condition 
of the venous system often necessitates operation. 
The artery, if obliterated, may be ligated. 

In concluding his article the author reports three 
cases of his own, two of arteriovenous aneurism due 
to a gunshot injury and one of arteriosclerotic 
aneurism. Ligation was performed twice and vessel 
suture once. A cure was obtained in every instance. 

J. WrntwartTer (Z). 


SURGICAL DIAGNOSIS PATHOLOGY AND 
THERAPEUTICS 


Glass, E.: The Treatment of Surgical Tuberculosis 
with Injections of Turpentine (Zur Behandlung 
chirurgischer Tuberkulose mit Terpentininjektionen). 
Deutsche med. Wchnschr., 1920, xlvi, 687. 


The excellent results obtained with injections of 
turpentine reported by Klingmueller have been 
corroborated by the author in a number of skin 
cases. The method of Wederhake (turpentine- 
iodoform-glycerine and 5 per cent tannin solution) 
proved impracticable for the one-hour clinic. In 
the beginning, all other treatment having been 
stopped, tuberculous patients were given twice a 
week injections into the gluteal region of 1 ccm. of 
a solution of turpentine in olive oil (2.0:20.0). 
These injections alone had no effect on the healing 
process. When injections of iodoform glycerine (10 
per cent) into the caseated foci and daily heliother- 
apy were added to the turpentine injections, how- 
ever, definite improvement was observed in a series 
of cases. 

Twenty per cent turpentine causes fever and pain 
at the site of injection but the ro per cent solution 
does not. Several cases were treated for ten months. 
Kidney injuries were not observed although in 3 
cases at least 60 injections were given, and 1 patient 
received 88. The report is based upon 23 cases 
which have been re-examined. GuEMBEL (Z). 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Swartz, E. O.: A New Culture Method for the 
Gonococcus; Report of Experimental Studies. 
J. Urol., 1920, iv, 325. 

The author has found that the presence of re- 
duced oxygen tension is essential for the profuse 
growth of the gonococcus. A reduction of ro per cent 
of normal atmospheric pressure is sufficient. Moist- 
ure also is essential. 

The most luxuriant growth is obtained in media 
rich in human protein. 
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A profuse growth of the gonococcus may be ob- 
tained on media the reaction of which varies be- 
tween pH 6.6 in the acid range and pH 8.0 in the 
alkaline range of the hydrogen-ion scale if the incuba- 
tion is carried out under partial oxygen tension. 

Details are given for the preparation of a medium 
which has been proven satisfactory for the primary 
culture and growth of the gonococcus. In addition, 
an extremely reliable method is described for reduc- 
ing the oxygen tension in culture tubes. 

SAMUEL Kaun. 


Silvestrini, L.: Experimental Research Regarding 
the Changes in the Hepatic Tissue Following 
Splenectomy (Ricerche sperimentali su!le modi- 
ficazioni del tessuto epatico in seguito all’ asporta- 
zione della milza). Arch. ital. di chir., 1920, ii, 165. 


The author has studied the changes in the liver 
following splenectomy in 32 rabbits. His findings 
are summarized as follows: 

1. Following the extirpation of the spleen in 
rabbits, an operation generally well tolerated, 
nothing very special is observed in the liver at first 
except a diminution in the bile. This is due probably 
to a decrease in the biliary secretion caused by the 
partial suppression of the portal circulation. 

2. Later the liver increases slightly in weight and 
the microscopic examination shows a lymphatic 
hyperplasia appearing first about the portal vessels 
and then about the hepatic lobules. This is due 
probably to compensatory activity of the deep 
lymphatic elements of the liver and doubtless 
explains the increase in the weight. 

3. Next,a slight and transitory alteration of the 
hepatic cells in different parts of the liver is ob- 
served. Subsequently the liver returns to its nor- 
mal state but the numbers of leucocytes within its 
tissues are increased. WriiiaM A. BRENNAN. 


Sabucedo, C.: A Contribution to the Histopatho- 
logic Study of the Suprarenal Glands in 
Tetanus Intoxication (Contribucién al estudio 
histopathologico de las capsulas suprarenales en la 
intoxicaci6n tetanica). Siglo méd., 1920, Ixvii, 283. 

Sabucedo injected into rabbits doses of tetanus 
toxin sufficient to produce tetanic spasms of five or 
six days’ duration. When near death the animals 
were killed and the suprarenal capsules rapidly 
extracted and fixed in Muller’s fluid. This fluid 
hardened them to a point convenient for frozen 
sections and at the same time colored the chromaffin 
substance. Some of the sections were stained in 
hematoxylin followed by Sudan III and mounted in 
glycerine which gives a characteristic color to the 
lipoids of the cortex. Other sections of the same 
specimen were then stained in hematoxylin and 
eosine without differentiating the nuclear tint in acid 
solution in order that the chromaffin reaction might 
not be altered. 

a hese investigations demonstrated that the lipoids 

in animals dying from tetanus are present in the 

same quantities as in normal animals but that often 
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the drops of lipoids appear somewhat larger. The 
marked changes occur in the medullary portion. 
Chromaffin cells show necrotic changes, many nuclei 
being in advanced stages of pycnosis and others 
showing chromatolysis. The chromaffin substance 
is scarce. Occasionally it is absent entirely in certain 
zones, but more commonly is disseminated in the 
cellular protoplasm in the form of small granules of 
a clear ochre color. This is interpreted as a sign of 
scarcity of adrenalin. Such a scarcity may be due 
either to insufficient production or excessive con- 
sumption, but probably both processes go on at the 
same time. The treatment of tetanus with adrenalin 
in addition to the specific antiserum is therefore in 
accordance with experimental histopathologic 
observations. R. MEEKER. 


ROENTGENOLOGY AND RADIUM THERAPY 


Davis, J. S.: The Radical Treatment of X-Ray 
Burns. Aun. Surg., 1920, lxxii, 224. 

Although today X-ray burns are comparatively 
rare, the author has had a number of cases under his 
care during the past ten years. 

The burns are now usually caused by the use of 
X-rays in the treatment of skin diseases. Con- 
siderable time may elapse after the exposure before 
the extent of the damage becomes apparent. 
Some very severe burns follow single exposures 
while others result from multiple exposures. 

X-ray burns may be superficial or involve the full 
depth of the skin and a considerable amount of the 
underlying soft parts. The history of many of 
them is that they heal slowly and then break down, 
this process being repeated over and over. Some 
never heal without operative interference. 

The edges of the ulcers are thickened and grayish- 
red in color, very hard, and often everted. The 
clinical appearance is suggestive of malignancy. 

Exquisite sensitiveness is characteristic of the 
deep burns. The pain may be due to irritation 
caused by infection, changes in the nerves, pressure 
exerted on the nerves by scar tissue, or any combina- 
tion of these factors. In some cases intense pain after 
spontaneous healing may make operative interfer- 
ence necessary. 

The author’s experience has been that the tendency 
toward malignant degeneration in these burns is 
no more marked than that in any other chronic 
ulcer. This tendency is distinct, however, when 
chronic ulceration follows the breaking down of a 
patch of keratosis such as is found on the hands of 
the roentgenologist. 

Recent X-ray burns of any degree should be 
treated at first as ordinary burns, but unless the 
response to such treatment is prompt, it should not 
be continued. In cases of burns of the first and 
second degrees palliative measures should be used. 
The author considers more especially in his paper 
the treatment of third degree burns. When burns 
of the third degree do not heal promptly and per- 
manently following the usual therapeutic methods he 
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excises the ulcer and surrounding area of induration 
with a wide margin out and down to healthy tissue. 

The affected tissues are of extreme hardness and 
the subcutaneous fat may be completely destroyed. 
In deep burns the muscle may be entirely replaced 
by dense scar tissue, or there may be varying 
degrees of infiltration with scar. 

The bleeding is always marked after excision, and 
usually difficult to check. After excision the defect 
should be grafted immediately if the base of the 
wound is of normal tissue, but if doubtful tissue is 
left, grafting should be deferred until granulations 
form. The type of graft must depend upon the 
situation of the ulcer. Pedunculated flaps have been 
of great value in areas where a pad of fat in addition 
to whole-thickness skin was necessary. 

* The best method of relieving the pain, aside from 
excision of the affected area, is to divide the nerves 
supplying the area. 

The writer has seen no benefit following the use 
of radium or the X-ray in the treatment of X-ray 
burns. 

Patches of keratosis on the X-ray operator’s 
hands may be successfully treated by freezing with 
carbon dioxide ice. Radium also may be used, but 
is less safe. If the patches ulcerate, complete ex- 
cision with immediate or subsequent grafting is the 
method of choice. 

The after-results of excision with grafting or flap 
shifting have been most gratifying. The author has 
no record of a case in which a break-down followed 
the thorough application of the method advocated. 


Boggs, R. H.: Lethal and Erythema Dosage of 
Radium in Malignancy. Am. J. Roentgenol., 
1920, N.S. Vii, 398. 

In the treatment of malignancy the radiologist 
should be able to determine the amount of irradia- 
tion necessary to destroy the different types of 
malignant cells and should compare this amount 
with the erythema dose. This is essential for ac- 
curate data. Not all radiologists place the same 
interpretation upon the term ‘erythema dose.” 
To some it means a dose which causes no visible 
reaction, to others a dose causing a reaction followed 
by slight desquammation, and to others a dose caus- 
ing a reaction followed by marked desquammation 
or even vesiculation. Another cause of confusion is 
the fact that the skin and mucous membranes react 
differently in different parts of the body. The 
dosage can be measured accurately only by the 
electroscope and the use of this apparatus is not 
practical except in scientific laboratories. 

The manner in which different tissues respond to 
the action of radium has been studied and is fairly 
well understood, but not sufficient attention has 
been paid to the difference between the erythema 
and the lethal dose. It is a well-known fact that a 
lethal dose for some cells will have no effect on certain 
others. Mucous membrane, except that of the vagina, 
is much more sensitive to radiation than the skin. 
Rodent ulcer or basal-cell epithelioma and lympho- 


sarcoma are much more easily destroyed than other 
types of malignant growths. The lethal dose for 
other types of cancerous growths is from six to seven 
times greater. 

In tumors which do not respond readily to radia- 
tion there is more necrosis and less absorption when 
a lethal dose is given. Thus when sarcoma of the 
tonsil is treated the growth may disappear before 
much necrosis develops, whereas, in fibrosarcoma 
or chondrosarcoma, considerable necrosis may occur 
before any great amount of absorption takes place. 

In infected superficial epidermoid growths the 
réaction to radium may not be so favorable because 
the radium inflammation produces oedema of the 
tissues and may spread the infection. This fact 
accounts for many radium failures and the belief 
of some radiologists that infection of a lesion contra- 
indicates the use of radium. 

Metastases in the lymphatic glands cannot be 
destroyed by an erythema dose. Some radiologists 
have made the mistake of considering normal cells 
seven or eight times more resistant than certain 
cancer cells and more than four times as resistant 
as the squamous type of cell. This assumption is 
based on confusion of the erythema dose with the 
lethal dose and will lead to poor results. 

All tissue, whether normal or diseased, is affected 
by radium and reacts specifically. The lethal dose 
differs for different types of malignant cells and its 
determination is further complicated when the 
growth is situated beneath the skin. Glandular 
tissue is readily destroyed by the rays. More rays 
are required to overcome extensive involvement of 
the lymph glands than involvement of the small 
glands of the skin, and to destroy hair follicles than 
to produce a temporary epilation. The submaxillary 
glands are more resistant than the other glands of 
the neck. Some involved lymph glands subside 
readily while others do not. This difference is due 
probably to malignant and inflammatory processes. 
Metastatic glands with a large amount of malignant 
tissue respond to a greater degree than those com- 
posed largely of fibrous tissue. 

Simple, inflamed, and enlarged glands, Hodg- 
kin’s disease, and lymphosarcoma respond readily 
to a comparatively small amount of radiation. 
Small tuberculous glands subside more slowly and 
become quiescent under an erythema dose. Large 
tuberculous glands seldom disappear entirely. The 
glands undergo fibrous degeneration with disap- 
pearance of the tuberculous foci. By some radiolo- 
gists the lethal dose for these glands is considered 
to be about one-third that for carcinoma. 

Carcinomatous glands require large doses to 
destroy all the cancer cells. Smaller doses may cause 
the glands to become quiescent and undergo fibrous 
degeneration, but the condition is apt to become 
active again. 

The lethal dose of radium is slightly less than that 
of the roentgen ray. The dose given should always 
be the lethal dose. Smaller doses, however, cause 
degeneration of the malignant cells so that fibrous 
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change takes place and the rapid spreading of the 
growth is retarded. The lethal dose destroys the 
malignant cells for a certain distance and sterilizes 
at a greater distance, in this way preventing rapid 
extension and metastasis formation. 

Embedding tubes of radium in cancer tissue and 
using radium needles serve a very useful purpose 
in that all of the radium rays are rendered effective. 
Since this method increases the possibility of 
stimulating the formation of metastases, however, 
it is well to irradiate the surrounding area previously. 

W. L. Brown. 


LEGAL MEDICINE 


The Rights of Physicians, Associations, and Sana- 
toriums. Harris vs. Thomas et al. (Texas), 217 
S. W. R., p. 1068. 


A physician licensed under the laws of the State 
of Texas and practicing osteopathy, medicine, and 
surgery sued for an injunction to restrain a hospital 
and its staff of physicians and surgeons from further 
interfering with his practice in that particular 
hospital. It was alleged in the petition that the 
plaintiff had no disqualifying charges against him, 
but that the defendant physicians, in their organized 
capacity as well as individually, exercised an in- 
fluence over the hospital and thus deprived him of 
the benefits to which he was entitled from his prac- 
tice; also that the resulting damages to him could 
not be determined definitely and could not be paid 
for fully in money. 

The defendant physicians were organized into a 
county medical association, and the plaintiff con- 
tended that by such an association they were en- 
deavoring to injure, and were injuring, his prac- 
tice. As the plaintiff was not a member of the 
medical association, his conclusion was to the 
effect that the members, by establishing certain 
rules and regulations, were in effect boycotting him 
and preventing him from pursuing his profession. 
He contended that they established an opposition 
to him. This was completely denied. 

The court held that a voluntary association has 
the power to enact laws governing the admission of 
members and may prescribe the qualifications 
necessary for membership. Membership is a 
privilege which a society may accord or withhold 
at its pleasure, and courts do not generally interfere 
with the right of an association to make and enforce 
its laws and regulations unless they violate the 
morals or laws of the state. If the association deemed 
the plaintiff to be an osteopath, and that, as such, he 
Was supporting an exclusive system, the association 
was within its rights in rejecting him as a member. 
Its members also had the right to refuse to assist 


him in operations. They could, if they deemed it 
in the interest of medicine or surgery or the welfare 
of humanity, agree among themselves not to assist 
him in surgery provided they did so in good faith 
and with no intent to injure him. 

With respect to the hospital, it was held to be the 
right of the institution to refuse to have business 
relations with a physician if this seemed proper, 
and also to adopt such regulations as are proper or 
deemed by it expedient to improve its efficiency 
and standards of service. It has a right to standard- 
ization and to require of those using its equipment 
that they possess certain specific medical learning. 

For these reasons the injunction asked for was 
denied. Joun A. CAsTAGNINo. 


Objection to Physician’s Testimony as Privileged 
Must Be Timely. State vs. Powell, Missouri 
Supreme Court, 217 S. W. R., p. 35. 


In a murder trial a physician was called to testify 
as to who treated the defendant’s injuries. In his 
testimony he stated that the defendant had cuts on 
his hands which he, the physician, believed were 
produced by something which resembled a barbed 
wire rather than a sharp instrument. No objection 
was made to this testimony until after it had been 
given. The objection was not sustained, however, 
as the court held that it was not made in time and 
the privilege was therefore waived. 

Joun A. CASTAGNINO. 


Privileged Communications and Waiver—Unethical 
Practice. Bauch vs. Schults. (N. Y.) 180 N. Y. 
Supp., p. 188. 


In this case the plaintiff, who had been injured, 
was suing to recover damages. The ambulance 
surgeon who first treated him after the accident was 
called by the defendant to testify. He and two 
other physicians from whom the plaintiff received 
treatment while in the hospital testified to material 
facts in the treatment without obtaining from the 
plaintiff a waiver of the right of privileged com- 
munications. The court held that such an utter 
disregard of the ethics of the medical and legal 
professions could not be passed by without serious 
condemnation. The relation of physician and pa- 
tient is peculiarly confidential and is safeguarded by 
a law in the interest of the patient which forbids 
disclosures by physicians of material and necessary 
facts, the knowledge of which was gained in the 
treatment of the patient by the physician. (Note: 
This is the rule in New York and some of the other 
states. It is not the rule in Illinois.) 

The court held that the fact that the plaintiff was 
a free patient did not alter the rule. 

Joun A. CASTAGNINO. 
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Heineberg, A.: Uterine Curettage. Therap. Gaz., 
1920, N. S. XXXvi, 538. 


The author states that the purpose of this article 
is to set forth the evils of one of the commonest 
medical practices, curettage of the uterus. The 
evidence against the operation began with Emmett 
and has been increasing to the present day. 

Heineberg reviews the changes that occur in the 
endometrium in the different phases of the menstrual 
cycle, and explains the various pathologic reports 
which may be obtained if due regard is not paid to 
the date of the last menstruation. 

The conditions for which curettage is done may 
be divided into two groups. The first includes 
dysmenorrhoea, acute anteflexion, sterility, and 
leucorrhoea; the second, menorrhagia, metrorrhagia, 
and purulent or putrid discharge. 

Dysmenorrhcea and anteflexion, if relieved at all, 
are benefited by the dilatation rather than by the 
curettage. Sterility is due as a rule, not to changes 
in the endometrium, but to other causes, such as 
infantile uterus, closed tubes, chronic cervicitis, or 
some condition in the husband. Kelly has shown 
that less than 15 per cent of sterile women conceive 
after curettage. Leucorrhcea is practically always 
due to disease of the cervix and may be treated with- 
out exploring the body of the uterus and subjecting 
the patient to the danger of infection. 

The dangers of curettage in the second group of 
conditions—conditions due to ovarian hyperfunc- 
tion, infection, or the retention of the products of 
conception—have already been so thoroughly dis- 
cussed that little excuse for the operation remains. 

As shown by Polak, the use of the curctte is 
indicated only for the removal of the products of 
conception before the eighth week and for diagnostic 
purposes in cases of intermenstrual bleeding at, near, 
or after the menopause. In all other instances it is 
not indicated, it is of no value, and it may cause 
serious injury. A. CHALFANT. 


Casler, D. B.: A Unique, Diffuse, Uterine Tumor, 
Really an Adenomyoma, with Stroma But No 
Glands; Menstruation after Complete Hys- 
terectomy Due to Uterine Mucosa in the Re- 
maining Ovary. Surg.,Gynec. & Obst., 1920, xxxi, 
150. 

The tumor in the author’s case differed from the 
usual adenomyoma in the fact that it was char- 
acterized by an almost total absence of glands in 
the mucosa, while in the walls of the uterus itself 
there were no glands whatever, but everywhere 
large, broad masses of interglandular stroma which 
infiltrated between the muscle columns and divided 
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the muscle tissue into a coarse meshwork as far as 
the peritoneal surface. 

Casler describes also a second tumor of the ovary 
removed at a later operation. This tumor, which he 
regarded as an ovarian cyst, contained uterine tis- 
sue, muscle, glands, and stroma. The stroma 
resembled that of its prototype in the uterus. The 
growth was not a teratoma of the ovary, for no other 
structures were seen. 

For four years following the panhysterectomy for 
the removal of the first tumor the patient men- 
struated for a part of one day at regular monthly 
intervals. Death occurred following the second 
operation. Cart H. Davis. 


Schmitz, H.: Observations on the Technique and 
Indications of Radium Therapy in Uterine 
Carcinoma. Surg., Gynec. & Obst., 1920, xxxi, 177. 


There are nearly as many methods of employing 
radium as there are clinicians using it. The author 
has tested out the various procedures in his clinic 
during the past six years, has evolved a safe and 
efficient technique, and has reached the conclusion 
that a radium capsule placed in the cervical cana! 
will disperse the rays evenly through the pelvic 
cavity. 

Schmitz insists on the insertion of a retention 
catheter in the bladder and the flushing of the 
bowels with castor oil and enemas immediately 
before the treatment is begun. 

The object of radium treatment is to apply the 
element for a sufficiently long time to destroy the 
de.ply located pathologic processes within the pelvis 
without causing permanent injury to healthy tissues 
and organs. Over-dosing leads to such dangerous 
complications as necrosis and destruction, infection. 
painful cicatricial formation causing stricture of the 
rectum, vagina, and ureters, and a systemic reaction 
which may lead to toxemia and death. 

The author uses 25 mg. of the insoluble sulphate of 
a chemical purity better than 94 per cent. This is 
packed in a glass cylinder which is 6 mm. long and 
has an outer diameter of 2 mm. The glass cylinder 
is in turn inserted in a silver capsule 0.5 mm. thick 
and 1.75 cm. in length. Two such capsules are 
then placed in a brass filter which has walls 0.7 mm. 
thick and is surrounded by rubber tubing 3 mm. 
thick. The radium is left in the canal for ten hours 
and the dose then repeated after from twelve to 
fourteen hours each day for seven days. 

Ip some cases it is necessary to drain the uterine 
cavity with a soft rubber T-drain for several weeks. 

Three to four weeks after treatment a visible and 
palpable decrease in the cancer area will be noted. 

The author divides his cases into five classes: 
(1) cases which a physical examination demon- 
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strates are clearly operable; (2) cases which are 
doubtfully operable; (3) cases in which an operation 
is absolutely impossible, (4) advanced cases in which 
all treatment is hopeless; and (5) cases in which the 
condition has recurred after a panhysterectomy. 

It has been found that when patients in Groups 
2 and 3 are treated with radium alone the prognosis 
is better than when they are subjected to pan- 
hysterectomy, excochleation, or cauterization. 

Recurrences are very refractory, probab.y because 
of the heavy connective-tissue reparative process. 

The author has applied radium also directly to 
metastases in the abdomen but so far has been un- 
successful with this method. Marcus H. Hopart. 


Polak, J. O.: Total Hysterectomy in Fibroid Tu- 
mors of the Uterus; A Plea for This Procedure 
in Parous Women When Operation Is Neces- 
sary. J. Am. M. Ass., 1920, lxxv, 579. 


The author claims that supracervical hysterec- 
tomy for fibroid tumors is not the operation of 
choice in all cases. His follow-up work has shown 
that the lacerated or infected cervix remains as a 
constant menace to the woman’s health, causing 
leucorrhcea, metrorrhagia, and backache, and, with 
its lacerations, eversion, and erosion, paves the 
way for the occurrence of epithelial cancer in the 
retained stump. From American literature Polak 
has collected the records of 256 cases in which 
cancer occurred in the cervical stump after subtotal 
hysterectomy for fibroid tumors. These do not in- 
clude cases in which the cancer made its appearance 
within one year after the original operation as in such 
instances it is probable that the disease was present 
at the time the fibroid was removed. 

In the author’s experience the postoperative 
morbidity has been less after the complete hysterec- 
tomy than after the subtotal operation, the mortality 
but '% of 1 per cent higher, and the difficulty and 
time of the operation not any greater. Unless a 
wide cuff of vaginal mucosa is removed, the vagina 
is not materially shortened. The technique as given 
in detail provides for suturing the round ligament 
to the vaginal vault and the cardinal ligaments to 
the uterosacrals. This step, with repair of the 
perineum when indicated, prevents prolapse of the 
vault of the vagina. 

Polak concludes that when it is necessary to op- 
erate for fibroid tumor of the uterus in the cases of 
parous women or those who have had trauma or 
infection of the cervix, total hysterectomy is the 
operation of choice. Swney A. CHALFANT. 


ADNEXAL AND PERI-UTERINE CONDITIONS 
Schochet, S. S.: The Physiology of Ovulation: A 


Preliminary Report. Surg., Gynec. & Obst., 1920, 
XXxl, 148. 


The investigations reported were made on the 
ovaries of the sexually mature hog (sus scrofa). The 
histological examination indicated that the pro- 
duction of the liquor folliculi in the graafian follicle 
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and the extrusion of the ovum are the same in this 
animal as in woman and the author believes it is 
logical to assume that the liquor plays the same role 
as in human ovulation and that its physiological 
action in the hog is similar to that in woman. 

In the experiments amniotic fluid and fluid from 
ovarian cysts of the hog were compared with the 
liquor folliculi and also with fluid from human 
ovarian cysts. The liquor was obtained under 
aseptic conditions to avoid any error due to bac- 
terial activity. 

The technique used in this experimental work was 
based on the principles of the Abderhalden dialyza- 
tion reaction. Briefly summarized, it consisted of: 
(1) the preparation of the material to be tested, 
(2) the process of obtaining the liquor, (3) the 
preparation of the diffusion tubes, (4) the test, (5) 
dialyzation, and (6) comparison with controls. 

Pieces of muscle and fibrous tissue were boiled 
in distilled water for three minutes and the filtrate 
tested for substances reacting with ninhydrin and 
the biuret reaction. This was repeated until the 
filtrate failed to give a reaction with 1 ccm. of nin- 
hydrin on being boiled for one minute. 

Schlercher and Schull No. 579 dialyzing tubes were 
used. These were first carefully tested to insure 
impermeability to albumin. Just before each test 
they were boiled for five minutes. 

In the test small quantities of the liquor folliculi 
were introduced into the diffusion tubes together 
with small pieces of muscle, connective tissue, and 
ovarian tissue prepared as described, separate 
tubes being used for each test. A layer of xylene 
was placed upon the fluids in the dialyzer and with- 
out to prevent the growth of bacteria and evapora- 
tion. 

Controls were made with amniotic fluid, normal 
saline, and cystic fluid in place of the liquor folliculi 
with exactly the same technique. The period of 
incubation was twenty-four hours in length and 
the temperature 38 degrees centigrade. The filtrate 
or the fluid surrounding the dialyzers was tested 
with ninhydrin and the biuret test. 

The results of these determinations are tabulated 
as follows: 


Ovarian Connective 
tissue Muscle tissue 
++ 
Cystic fluid (small cysts in hog) ++ + he 


Amniotic fluid (human)....... 


In experiments in ovarian transplantation small 
Pieces of ovary were transplanted into the anterior 
chamber of the eye. The experimental animals were 
albino rats. The transplants were homoplastic 
grafts. The technique will be described in detail in 
a later report. In these experiments it was possible 
to watch the growth of the follicles. In the rat 
ovulation takes place twenty-four hours after par- 
turition and usually every thirty days. 

In one case in which the eye was removed after 
the follicles ruptured the sections showed free ova 
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in the anterior chamber and the transplanted 
ovarian tissue was still viable. Transplantation 
into the liver and anterior abdominal wall has 
also been successful. A series of experiments in 
fertilizing the transplants is being undertaken and, 
in addition, a series of experiments on intravital 
staining. 

As the work is still incomplete only a few observa- 
tions are made: 

1. Ovulation is due to a specific enzyme which 
is similar in nature to the enzyme erepsin. Appar- 
ently there are also other proteolytic enzymes and 
a lipase in the liquor folliculi. 

2. Atresia of the follicles is due to this proteolytic 
enzyme or enzymes. 

3. These experiments offer a rational explanation 
for the use of thyroid extract and corpus luteum in 


sterility. Carv H. Davis. 
MISCELLANEOUS 
Chassot: Peritoneal Menstruation (Menstruation 


péritonéale). Rev. méd. de la Suisse Rom., 1920, xl, 
453- 

Chassot’s case of peritoneal menstruation was 
that of a married woman 25 years of age. The pa- 
tient had an attack of appendicitis some few years 
before but was not operated upon. The present 
illness began with pains in the lower part of the 
abdomen on the right-side. A diagnosis of chronic 
appendicitis was made and an operation was per- 
formed. 

When the peritoneum was opened a very large 
quantity of fluid blood escaped. It then seemed 
possible that the condition was an extra-uterine 
pregnancy. The uterus and adnexa were examined 
therefore but no trace of ovum or placenta was 
found. The tubes were intact although they were 
markedly hyperemic. A ruptured corpus luteum 
was found in the right ovary from which the blood 
was oozing. Chassot performed an ovariotomy with 
peritonization, then extirpated the appendix which 
was slightly hyperemic, cleared out the peritoneal 
cavity which contained about 300 gm. of fresh 
fluid blood, and closed the abdomen. The patient 
made a good recovery. 

Examination of the extirpated ovary revealed 
no evidence of an ovarian pregnancy. The corpus 
luteum was that of a normal menstruation. 

In the literature the author has been able to find 
only a few cases of peritoneal hemorrhages occurring 
from a menstruation, but in one such case reported 
the woman was almost exsanguinated when the 
laparotomy was performed. 

Examination of the appendix in the author’s case 
showed that there was some peri-appendicitis. 

Chassot does not enter into a discussion of the 
causes of hyperemia of the genital organs but 
states that in the case reported the patient’s general 
blood plethora might have been the etiological 
factor, the hemorrhage being of the nature of that 
which occurs in epistaxis. | WiLtAM A. BRENNAN. 
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Mueller, M.: Genital Tuberculosis in the Female 
from the Modern Viewpoint Regarding Tuber- 
culosis, and the Question of Ovarian Tuber- 
culosis and Primary Abdominal Pregnancy 
(Die Genitaltuberkulose des Weibes im Rahmen der 
modernen Tuberkuloseforschung, zugleich ein 
Beitrag zur Frage der Ovarialtuberkulose und der 
primaren Bauchhoehlenschwangerschaft). Arch. f. 
Gynack., 1920, cxii, 317. 


Tuberculosis of the female genital organs is found 
in from 1 to 2 per cent of autopsies. Primary genital 
tuberculosis, however, is very rare, the infection 
being usually borne to the genitals by the blood 
stream or through the lymphatics from contiguous 
or neighboring organs. A primary genital tuber- 
culosis develops only when immunity is not estab- 
lished during childhood. In such cases the course 
of the condition is so rapid and is associated with 
such marked pelvic and peritoneal symptoms that 
its tlue nature is obscured. 

In the female genital organs three types of tuber- 
culosis are found: a miliary, a fibrous or interstitial, 
and an ulcerating type. When the tubes are in- 


‘volved a marked exudative, catarrhal inflammation 


may be set up. In such cases the pathologic changes 
may be very minute and the number of bacilli very 
large. There is both an acute and a chronic form 
of tubal tuberculosis. In the acute form the mucosa 
is early destroyed, the wall of the tube becomes 
thickened, and the abdominal end of the tube re- 
main. open until the extruded bacilli set up a local 
peritonitis which closes it. The chronic form closes 
the abdominal ostium early and causes the forma- 
— a pyosalpinx with seropurulent or thin cheesy 

uid. 

The histories of two interesting cases of genital 
tuberculosis are given. FRANGENHEIM (Z). 


Stephen, S.: The X-Ray Treatment of Peritoneal 
and Genital Tuberculosis in the Female (Zur 
Roentgenbestrahlung der Bauchfell- und Genital- 
turberkulose des Weibes). Strahlentherapie, 1920, 
X, 957- 


The author describes the combined surgical 
and X-ray treatment of peritoneal and genital tuber- 
culosis used at the Greifswald Gynecological Clinic. 
The more easily accessible tube is removed but the 
ovary is left. In the X-ray treatment the side not 
operated upon is exposed and the disease focus 
placed under cross fire. If both tubes are easily 
accessible only the tube most severely involved is 
removed and the other one is rayed. Menstruation 
is therefore not affected. 

The treatment is given through the back and 
through the abdomen. In pelvic and sacral raying 
the side operated upon is exposed. The raying is 
continued to four full series, the total dosage being 
4,680 X. Menstruation is not influenced even by 
the maximal dosage. In addition an attempt is 
made, apparently with success, to improve the 
patient’s general condition with the use of the ultra- 
violet rays and the Solluk lamp. 
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Six cases of peritoneal and genital tuberculosis 
have been considerably improved. Four other 
patients have died of intercurrent disease. The 
increase in body-weight in the cases in which im- 
provement has been obtained ranged from 2 to 26 
pounds. A. ZIMMERMANN (Z). 


Gellhorn, G.: The Reactions of Syphilis in Wo- 
men. Am. J. Syphilis, 1920, iv, 480. 


Manifestations of syphilis differ in the two sexes. 
It is more difficult to demonstrate the initial lesion in 
women because of the complexity of the female 
genitalia which offers more chance for concealment 
of the chancre. In the female the initial lesion is apt 
to be smaller and less frequently indurated, and 
tends to clear up more rapidly than in the male. 

The secondaries are usually more fleeting in 
women. Because of the absence of irritation from 
smoking mouth lesions are not as apt to be as 
prominent as in men. Fever and anemia, however, 
are morecommon than in men, and obscure cachexia 
should suggest syphilis. 

Although tabes and paresis are relatively infre- 
quent in women, symptoms of neurosyphilis may 
often be obscured by a superficial assumption of 
genital or climacteric ailments. 

Attention is called to the frequency of lesions of 
the internal genitalia and the importance of deter- 
mining before operation that an old cervical erosion 
is not a syphilitic manifestation. The similarities of 
gumma of the cervix and cancer also must be borne 
in mind. The author cites two cases incorrectly 
diagnosed as inoperable cancer which cleared up 
under antisyphilitic treatment. Cancerous lesions 
may begin on the basis of former syphilitic lesions. 

The rile of syphilis in obstetrics has been well 
studied. In the wake of syphilis miscarriage, still- 
birth, and congenital syphilis frequently follow. 
Great responsibility devolves upon the obstetrician 
for the diagnosis and treatment of syphilis and for 
prenatal care. 

Syphilis in women is an important factor in social 
medicine from the standpoint of marriage and pros- 
titution. 

‘The symposium has emphasized these factors: 
that insiduously and in a thousand disguises syphilis 
may occur in all classes and categories of human 
pathology; that the aid of the laboratory is of the 
greatest and inestimable value in combating the 
disease; but that our diagnosis and treatment should 
be based first and foremost upon clinical study and 
observation of the syphilitic individual. ’ 

Rae T. LA VAKE. 


Culbertson, C.: The Management of General 
— Peritonitis. Surg. Clin. Chicago, 1920, iv, 
75- 

During the acute stage of general pelvic peritonitis 
the patient should be put to bed and kept quiet. 
After the condition has remained afebrile for three 
weeks, and the acute pathologic process has sub- 
sided, operation is safer and the extirpation of 
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diseased tissues, if necessary, may become less 
radical. In rare instances the process may clear up 
entirely and an operation will not be needed. 

The persistence of fever, or fever associated with 
chills, after a few days of rest in bed and quiet 
indicates that an abscess is developing or has devel- 
oped. In such cases and when the posterior cul-de- 
sac is filled with a fluctuant mass, drainage should 
be established by a T-shaped posterior colpotomy. 
This Culbertson did in the case presented before 
the clinic. 

Under light gas-oxygen anesthesia the cervix 
was exposed, grasped with volsella, and pulled into 
view. The incision was made 54 in. above and 
directly behind it and made T-shaped by splitting 
the vaginal wall posteriorly. Under the guidance 
of the finger, the distended tubes were opened with 
closed 8-in. curved forceps. A strip of gutta-percha 
was placed loosely in the cul-de-sac and vagina. 
The volsella were then removed, the cervix was al- 
lowed to drop back, and the patient put to bed. The 
drain was removed in twenty-four hours. 

One month later the laparotomy was done. When 
the abdomen was opened it was found that the distal 
end of the ileum and the edge of the omentum 
were densely adherent across the lower portion. 
After the adhesions had been freed the walls of the 
ileum were found to be infiltrated and raw, but not 
perforated. The omentum and ileum were therefore 
pushed back beneath the laparotomy pack. The 
anterior cul-de-sac was obliterated by adhesions 
between the uterus and bladder. The diseased 
appendages and ligaments filled the pelvis laterally 
and posteriorly and the extens‘ve infiltration in- 
vaded the rectum. The sigmoid was free but un- 
usually short. The left ovary was three times its 
normal size and, with its tube, formed a common 
abscess. The right ovary was slightly enlarged, soft, 
and oedematous, but could be freed. 

Culbertson prefers a bilateral pyosalpingectomy 
with defundation of the uterus in the treatment of 
such conditions in young women as this operation 
preserves menstruation. In the case reported, 
however, he believed it best to amputate at, or below, 
the internal os because of the metritic condition 
and extensive infiltration of the ligaments. After 
freeing the bladder, he removed the tubes, the left 
ovary, and the corpus uteri en masse and destroyed 
the remaining cervical mucous membrane with the 
cautery at white heat. The latter step is very im- 
portant in preventing subsequent leucorrhoea which 
sometimes is very troublesome. 

The raw edges of the cervical stump were sutured 
together with the free ends of the round ligaments 
inserted between them and securely fastened by 
through-and-through sutures of heavy iodine catgut. 
Care was taken to under:ew the last ligatures at the 
bottom of the broad ligament in order to guard 
against postoperative hemorrhage. 

Considerable stress was laid upon the necessity 
for peritonizing all raw areas in the abdomen. In 
clean cases this is easy, but when great destruction 
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of the peritoneum has occurred it is difficult. In 
the case reported the raw surface was extensive 
and the sigmoid short, but fortunately the cecum 
was long and mobile. 

Beginning at the reflection of the sigmoid from 
the pelvis the former was stitched by continuous 
suture to the left side of the pelvis over the round 
ligament and bladder to about the midline so that 
it covered all raw areas on this side. When possible 
the fat tabs of the appendices epiploice were used 
and therefore few stitches entered the gut wall. 
After the removal of the appendix the mobilized 
cecum was stitched similarly to the right side so 
that it met the sigmoid in the middle. The sigmoid 
and cecum were then stitched together acrors the 
middle anteroposteriorly, and separately posteriorly 
to the rectum or pelvic wall. In this manner all 
raw areas of the pelvis were effectively closed off 
from the abdominal cavity. 

The lower raw end of the ileum was coveted with 
a strip of omentum 3% in. wide across its lower end. 
The abdomen was closed without drainage. 

The patient left the hospital on the twentieth day 
in good condition. R. E. Caristie. 


Dietrich, H. A.: The Results Obtained with Meso- 
thorium and Radium in the Treatment of 
Carcinoma of the Genital Organs at the Goet- 
tingen University Gynecological Clinic (Erfolge 
der Mesothorium- und Radiumtherapie des Geaital- 
carcinoms an der Goettinger Universitaets-Frauen- 
klinik). Strahlentherapie, 1920, x, 854. 

This article is based on the results obtained in 
109 cases—62 new cases, 9 cases of recurrence 
following operation, and 38 cases given prophylactic 
radiation following operation—which were treated 
during the period from 1913 to 1917. Whenever 
possible the radio-active substance was introduced 
into the cervix or into the tumor itself. 

Of 9 cases treated by radiation alone, 55 per cent 
were cured. The Wertheim operation gave a cure 
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lasting over two years in only 25 per cent of the 
cases. Of 36 inoperable cases of carcinoma of the 
cervix, I1.1 per cent were cured. All of the cases in 
which the parametrium was involved as far as the 
pelvic wall were fatal although at first considerable 
improvement was noted. Three cases of carcinoma 
of the fundus which were operable and 1 which was 
inoperable improved very much at first but the 
end-result was poor. Three of these patients died 
and the other was lost sight of. 

The results of prophylactic radiation after vag- 
inal extirpation were good. Of 3 patients so treated 
2 remained well for more than four and a half years 
and 1 for more than three years. Five cases of vag- 
inal carcinoma were fatal although at first they 
showed improvement. Of 6 patients with car- 
cinoma of the vulva, 1 who had a recurrence fol- 
lowing operation remained well after fourteen years, 
3 died, and 1 suffered a burn from overdosage. Of 
3 cases given prophylactic radiation 2 remained 
cured for more than three years. Of 2 patients with 
carcinoma of the urethra 1 remained well longer 
than four years. 

In 9 cases of recurrence following vaginal or 
abdominal extirpation of the uterus and in cases in 
which metastases of an ovarian carcinoma devel- 
oped in the cervix the results were poor, the com- 
plications consisting of extensive necrosis in 1 
case, vesicovaginal fistula in 3, rectovaginal fistula 
in 4, radium ulcer of the vagina in 3, and radium 
ulcer of the rectum in 2. Persistent tenesmus and 
discharges of mucus and blood were often ob- 
served. There were also general systemic dis- 
turbances but these were not severe. 

The author comes to the conclusion that genital 
carcinoma must be treated with radium early, 
and at least 50 mg. of the radium element must be 
used. The minimal dosage should be 8,000 milligram 
hours. For deep therapy a combination of radium 
and intensive X-ray treatment is essential. 

W. V. Smmon (Z). 
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PREGNANCY AND ITS COMPLICATIONS 


Elliott, I. H.: Pregnancy and Tuberculosis. Cana- 
dian Pract. & Rev., 1920, xlv, 263. 


After a general discussion the author gives the 
following summary and conclusions: 

1. Tuberculosis of the lung exerts practically no 
influence against conception. 

2. It seems to exert little influence on the course 
of pregnancy and unless the patient is in a far- 
advanced stage of the disease has little or no 
tendency to cause abortion, miscarriage, or pre- 
mature labor. 

3. Pregnancy may prove a dangerous complica- 
tion in tuberculosis of the lung, especially if the 
disease is active. 

4. A woman with active tuberculosis of the lung 
should not marry. 

5. A tuberculous woman should not become 
pregnant unless the lesion is limited and its active 
signs have been absent for a period of at least two 
years. 

6. There are no rules by which it may be deter- 
mined with certainty which case of tuberculosis 
will bear the added strain of pregnancy well and 
which will not. It is equally difficult to determine 
in what cases abortion will improve the future 
prospect of the pregnant woman. The treatment 
must be adapted to the requirements of the par- 
ticular case. 

7. Intervention after the fifth month of preg- 
nancy rarely gives satisfactory results. Prior to 
the fourth month it is possible that the mother’s 
future may be improved by emptying the uterus 
by the modern operation of vaginal hysterotomy 
under gas and ether anesthesia. By this procedure 
the shock incident to a prolonged operation, ordinary 
anesthesia, and loss of blood is avoided. 

8. Labor should be made as easy as possible. 
The induction of premature labor two weeks before 
term may be advisable. 

9. The tuberculous mother should not be allowed 
to nurse her child. 

10. The ordinary hygienic and dietetic treat- 
ment of tuberculosis must be strictly observed dur- 
ing pregnancy and the puerperium for at least six 
weeks after all evidence of pulmonary activity has 
subsided. The obstetrician and the internist should 
work in the closest codperation. 

11. A pregnant woman giving a history at all 
suggestive of pulmonary tuberculosis should be 
subjected to a thorough examination by a com- 
petent internist at the earliest possible date. Only 
in this way can the proper treatment be instituted 
at the time when it is most valuable. 

Cart H. Davis. 


Wallis, R. L. M.: The Demonstration on the 
Diastase Content of the Urine in the Toxzemias 
of Pregnancy. Brit. M. J., 1920, ii, 273. 

Although the presence of a starch-splitting enzyme 
in the urine has been known for a long time, it re- 
ceived new interest when, in 1909, Wohlgemuth 
published his method of determining it and showed 
that the amount of diastase is increased in pancreatic 
disease. Wohlgemuth’s findings regarding pan- 
creatic disease have been confirmed by a number 
of observers, but the best and most complete work 
is that of Corbett. Corbett showed that a certain 
amount of diastase is normally present in the blood, 
and that the same quantity is excreted by the 
kidnevs. The slightest damage to the renal epi- 
thelium leads to an increase or decrease of diastase 
in the urine, depending on the permeability of the 
kidney. Wohlgemuth and Noguchi found an in- 
crease of this substance in both blood and urine 
concurrent with injury to the paricreas. 

In making his estimations the author uses Wohl- 
gemuth’s technique. Ten test tubes containing 
respectively 1, 0.5, 0.2, 0.1, 0.08, 0.06, 0.04, 0.02, 
0.01 and 0.008 ccm. of urine from a twenty-four 
hour specimen, freshly collected or preserved in 
toluol, are placed in a water bath at 39 degrees 
centigrade. Two cubic centimeters of 0.1 per cent 
starch solution in 0.5 per cent solution of sodium 
chloride are then added, and the mixture is stirred 
and allowed to stand for thirty minutes. At the end 
of that time it is cooled under tap water and two 
drops of a 1:50 normal iodine solution are added to 
each tube. The appearance of a golden yellow color 
indicates complete digestion of starch; a red color, 
digestion to the dextrin stage; and a violet color, 
that free starch is present. The diastase in the 
urine is given in units. For example, if the red color, 
which is considered the limit test, is shown in the 
tube containing 0.1 ccm. of urine which has di- 
gested 2 ccm. of starch solution, the 1 ccm. of urine 
would digest 20 ccm. Expressed in diastase con- 
tent, this is equal to 20 units. The normal value 
for healthy persons varies from 10 to 33 units and 
the average value is 16 units. 

The procedure adopted by the Maternity Depart- 
ment of St. Bartholomew’s Hospital is as follows: 

A catheterized specimen of urine is examined for 
albumin, casts, and diastase content; analyses of 
the blood are made for urea, non-protein nitrogen, 
sugar, etc., and analyses of the cerebrospinal fluid 
for urea; McLean’s urea concentration test is done; 
and a complete urinalysis on a standard diet is ob- 
tained. 

In normal pregnancies albumin and casts are 
absent, the diastase content of the urine is normal, 
the blood urea varies from 0.02 to 0.05 per cent, and 
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the blood sugar is normal except in the glycosuria of 
pregnancy. The urea concentration test was found 
to be 2 per cent of urea or more. 

In the toxemias of pregnancy the chief feature is 
the high diastase content. Except in pancreatic 
diseases, these are the only conditions in which it 
is found. In true toxemia no evidence of pancreatic 
involvement has been demonstrated and the blood 
analysis remains negative. In the neurotic vomiting 
of pregnancy the diastase content is normal. The 
vomiting leads to the production and elimination 
of acetone bodies and a high ammonia coefficient. 

The most striking difference is noted in nephritis 
complicating pregnancy. In this condition the urine 
contains albumin and casts and a diastase content 
below 1o units, and the blood urea is increased. The 
urea concentration test is of value as a means of 
ascertaining the degree of mechanical damage to the 
kidney, but on account of the danger of increasing 
the excess of urea already present in the blood and 
body fluids this is never made without a previous 
blood-urea estimation. 

Wallis’ conclusions are based on twelve cases of 
toxemia and fifteen cases of nephritis in pregnancy, 
a large number of cases with other complications 
and normal cases: The observations show that all 
convulsions are not eclamptic; some may be uremic. 
In the two conditions the treatment is different. 
In the true toxemic vomiting and pre-eclamptic 
albuminuria of pregnancy treatment along the lines 
of neutralizing the toxins circulating in the blood 
is being pursued. The diastase ferment test is a 
means of recognizing this condition and preventing 
its sequela. During the past eighteen months the 
mortality from the toxemia and nephritis of preg- 
nancy has fallen to nil. MERLE R. Hoon. 


Cocke, N. P., and Mason, J. M.: The Management 
of Acute Appendicitis Developing in the Latter 
Weeks of Pregnancy: Report of a Case Treated 
by Cesarean Section and Appendectomy. 
J. Am. M. Ass., 1920, Ixxv, 95. 


In cases of appendicitis developing in the latter 
wecks of pregnancy it is inevitable that some time 
is lost in deciding whether the pain is due to the 
onset of labor or an extra-uterine cause. Conditions 
to be excluded are hematogenous infections of the 
kidney, pyelitis, ureteral obstruction, gall-bladder 
disease, and inflammatory affections of the append- 
ages. 

Repeated observations must be made of the pulse 
rate, the temperature, and the leucocyte count. 
Any tendency whatever on the part of the patient 
to refer the pain to the right iliac fossa or the 
elicitation of tenderness or rigidity in this region 
must be given special weight in view of the fact that 
these signs are frequently obscured by the increased 
size of the uterus. 

When a diagnosis of appendicitis is made, opera- 
tion is indicated. In some instances the operation 
must be exploratory in character and undertaken 
on the ground that in cases of severe and persistent 
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abdominal pain which is not relieved by the usual 
remedies operative investigation is the safest 
procedure. 

As at this late period the life of the child is not 
endangered by terminating the pregnancy the authors 
believe this procedure is indicated. Cragin and 
Williams do not favor the emptying of the uterus 
from above or below in dealing with the appendix. 
As to whether the emptying of the uterus should 
be done before or after the appendix is removed 
the authors state that it is better to terminate the 
labor first and remove the appendix immediately 
thereafter. It is generally agreed that the removal 
of an appendix in the presence of a full-term uterus 
is usually very difficult. Furthermore, if the inser- 
tion of a drain is necessary, the subsequent change 
in intra-abdominal relations brought about by the 
uterine contractions and the diminution in size of 
the uterus after delivery may so disturb the opera- 
tive field as to cause the spread of infection to all 
parts of the abdomen. The maintenance of a quies- 
cent condition, on the other hand, would allow the 
formation of protective adhesions and subsidence 
in the intraperitoneal inflammation. With the uterus 
empty and contracted the appendix may be located 
and removed with greater ease and there is little 
danger of interference with the peritoneal toilet 
after the operation is completed. 

The method used to terminate the pregnancy 
must be rapid and certain. While a slowly induced 
labor is in progress suppuration and peritonitis 
may be progressing much more rapidly. If the pa- 
tient is a multipara accouchment forcé may be 
considered if the obstetrician is sure that he can 
effect delivery promptly by this method. If the 
patient is a primipara or if there is any doubt re- 
garding immediate delivery in the case of a multi- 
para, cesarean section with appendectomy should 
be performed. 

The authors are definitely opposed to the teach- 
ing that operation in the latter months of pregnancy 
should be reserved for cases in which there is per- 
foration or suppuration. The woman at this period 
should be given the same chance for recovery that 
is offered the woman who develops appendicitis in 
the earlier months, namely, early diagnosis and 
prompt removal of the appendix before perforation, 
gangrene, or peritonitis has developed. 

H. Davis. 


LABOR AND ITS COMPLICATIONS 


Barnes, A. R.: Twilight Sleep; A Report of 30 
Cases and a Summary of 5,575 Cases Reported 
in the Literature. J. Indiana State M. Ass. 
1920, xiii, 259. 

In the cases reported in the literature from 1/6 to 
14 gr. of morphine was given and was not repeated. 
The first dose of scopolamine averaged 1/150 gr. 
Following this, the dosage was varied from 1/150 to 
1/450 gr. according to the requirements of the 
particular case. 
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The author gives 1/6 gr. of morphine and 1/133 gr. 
of hyoscine hydrobromide. The morphine is not 
repeated. 

It is generally believed that the injections should 
be begun when the pains have become strong and 
regular and there is two fingers’ dilation of the cervix. 
The author begins the narcosis when strong regular 
pains come on at five-minute intervals in the cases 
of primipare, and at ten-minute intervals in the 
cases of multipare. 

There is danger of asphyxiation of the child if the 
morphine is given within two and one-half or three 
hours of delivery. 

The patient should be put into a quiet darkened 
room and her ears plugged with cotton. No con- 
versation above a whisper should be allowed. It 
is advisable, in addition, to cover the eyes with light 
gauze. 

To determine the degree of narcosis Gauss and 
Beach recommend the memory test but this has 
been found unreliable by most obstetricians. The 
co-ordination test of placing the finger to the nose is 
also not infallible as in some of the author’s cases 
amnesia was obtained without loss of co-ordination. 

In the cases of 1,179 primipare reported in the 
literature the average number of injections necessary 
was 6, while in those of 1,256 multipare it was 3.2. 
In the author’s cases the corresponding average for 
20 primiparz was 4.8, and for ro multipare, 4.6. 

In the author’s cases the duration of the first 
stage of labor was unaffected but the second stage 
was prolonged from one to four hours in the cases of 
primipare and slightly prolonged in the cases of mul- 
tipare. 

Mild restraint was required in 6.6 per cent of the 
author’s cases. 

Forceps were applied in 412 of 2,442 cases re- 
ported in the literature (16.8 per cent) and in 46 
per cent of the author’s cases. 

In 5,205 cases reported in the literature the 
respiration of the child at birth was spontaneous in 
4,053 cases (77.8 per cent). Light asphyxia was 
present in 16.9 per cent, and deep asphyxia in 0.87 
per cent. The still-births in 4,812 cases numbered 
244 (4.4 per cent). In the author’s series 5 babies 
were born in oligopnoea and there was one still- 
birth in a case of contracted pelvis after thirty-six 
hours of labor. In the latter case no heart tones 
were heard twelve hours b fore delivery. 

In the author’s series there was 1 case of severe 
postpartum hemorrhage. 

In 2,395 cases reported in the literature amnesia 
was complete in 1,744 (72.8 per cent), partial in 14.9 
per cent, and absent in 5.7 per cent. In the author’s 
series amnesia was complete in 50 per cent, partial 
in 40 per cent, and absent in ro per cent. 

In the author’s series the average duration of labor 
was 19.5 hours in the cases of primipara and 11.3 
hours in the cases of multipare. 

All writers agree that the method is safe for the 
mother. There were no maternal deaths in the 
author’s series. 


Successful twilight sleep demands constant super- 
vision on the part of the obstetrician. The most 
important point to be borne in mind is that the 
morphine should not be administered later than three 
hours before delivery. The dosage must be regulated 
according to the patient’s reaction and co-ordination 
tests. If the pains subside, from 2 to 4 m. of pituitrin 
will restore their vigor and frequency. 

Twilight sleep is unsuitable in emergency con- 
ditions such as eclampsia, placenta previa, or any 
condition precluding a natural birth. ‘The author 
believes it ideal in borderline cases of pelvic con- 
traction when it is desirable to give a test of labor. 
The method increases forceps operations from 8 to 
IO per cent. Harotp K. Grsson. 


Zarate, E.: Subcutaneous Symphysiotomy in 
Argentina (La sinfisiotomia subcutanea en la 
Argentina). Semana méd., 1920, xxvii, 449. 


In the technique employed by Zarate the index 
and middle fingers of the left hand are introduced 
into the vagina in order to push back the urethra 
to the right side. The clitoris is then displaced 
downward to the arch of the arcuate ligament with 
the thumb of the same hand. With a double-edged 
bistoury, about 6 cm. long, the central point of the 
symphysis is perforated from above downward. 
The cutting edge of the bistoury is then carried 
downward to the arcuate ligament, which is pro- 
tected by the thumb of the left hand, and the 
other half of the fibrocartilage is sectioned to the 
upper border. Assistants then gradually increase 
the abduction of the legs already flexed upon the 
abdomen until tension is placed upon the fibers of 
the arcuate ligament. The bistoury, still inserted, 
is then brought down upon these fibers and. if 
necessary, they are gradually sectioned. Slight 
hemorrhage is controlled by compression with the 
fingers and thumb in the gap thus formed. 

After the operative procedure the patient is given 
an injection of 1 cg. of pituitrin. Uterine contrac- 
tions sufficient to bring about the engagement of 
the head usually begin within ten minutes and 
delivery is easily accomplished with the aid of 
Kristellar pressure. 

Accidents and complications of the procedure are 
discussed as immediate and consecutive or late. 
Among immediate accidents are hemorrhage, 
hematoma, wounding of the vagina, urethra, or 
bladder, and shock. Hemorrhage may be con- 
trolled as a rule by pressure as already indicated. 
Wounds of the bladder, urethra, and vagina are 
exceptional and due usually to a defect in the 
technique. 

Among consecutive complications. are oedema of 
the labia majora, thrombophlebitis, and suppuration 
of the symphysis, all of which are rare. Still more 
rare are urinary incontinence and difficult micturi- 
tion. 

Franck’s method is especially apt to produce le- 
sions of the corpus cavernosum of the clitoris 
resulting in the formation of hematomata in about 
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30 per cent of cases and often followed by thrombo- 
phlebitis. The author’s modification of Franck’s 
method obviates this danger as well as that of the 
other accidents mentioned. The sectioning of at 
least a number of the fibers of the arcuate ligament 
is regarded as essential for adequate separation, 
contrary to the teachings of Leopold and Koehrer. 
Subcutaneous symphysiotomy stands midway 
between artificial premature delivery and cesarean 
section. In some cases it may be combined with the 
former to save the life of the child. It is indicated 
absolutely in osseous dystocia if the conjugate is 
below 8 cm. The indications do not depend entirely 
upon the conjugate, however, as the pelvis as a whole 
must be taken into consideration. In certain types 
of deformity, such as funnel-shaped pelves, justo- 
minor pelves, and sacrococcygeal ankylosis, the 
operation may be performed without strict regard 
for the conjugate. Relative indications include 
generally the same conditions as those for forceps 
and version. R. MEEKER. 


PUERPERIUM AND ITS COMPLICATIONS 


Bonney, V.: An Introductory Paper on the Pre- 
vention and Treatment of Puerperal Sepsis. 
Brit. M. J., 1920, ii, 263. 

The solution of the problem of preventing and 
curing septic infection of the puerperal uterus re- 
quires the determination of: (1) the original source 
of the organism, (2) the mode of its entrance into 
the uterus, and (3) its exact situation by the time 
it has produced symptoms of sepsis. 

In nearly all cases of severe sepsis the streptococ- 


cus, either alone or in conjunction with bacillus coli 


communis, is the predominating bacterium. The 
infection may be either autogenous or heterogenous. 
Extrinsic sources of infection probably account for 
the epidemics of puerperal sepsis which have oc- 
curred periodically in lying-in hospitals. This 
difficulty has been overcome to a large extent by 
antiseptic midwifery. The carrying of bacteria, 
such as the streptococcus of high virulence, a delicate 
organism which dies rapidly in the open air, is not 
common in present-day practice. 

Although epidemics of puerperal sepsis such as 
occurred in the past are now rare, the yearly mortal- 
ity due to the disease shows a very unsatisfactory 
degree of diminution as compared with the results 
obtained by antiseptic surgery. In addition to the 
fatalities, many patients who ultimately recover 
are seriously ill and there are many cases of fever 
due to minor degrees of sepsis. The fact that 
this condition persists in spite of present-day 
antisepsis suggests an affirmative answer to the 
question as to whether or not organisms capable of 
producing puerperal sepsis commonly pre-exist in 
the body. The organisms which are pathogenic in 
puerperal sepsis may be isolated constantly from 
the lower bowel. The streptococcus fecalis is 
mentioned as the causative agent in appendicitis, 
pelvic inflammation, and puerperal and abortional 


sepsis. Although this organism is found in only a 
certain number of the cases of puerperal sepsis, 
other types of streptococci found in a septic uterus 
may be isolated from the bowel. Moreover, septic 
foci in the teeth, mouth, or throat, an unsus- 
pected suppurating appendix continually discharg- 
ing into the cecum, catarrhal patches on the colic 
mucosa, or a chronically inflamed pile may be 
sources of infection producing virulent puerperal 
sepsis. 

In the author’s opinion too little attention has 
been paid to preventing the entrance of intestinal 
bacteria into the uterus and too much attention 
is given to the prevention of the entrance of ex- 
trinsic organisms. Great technical care should be 
used in isolating the anal area as far as possible from 
the field of operation during obstetrical procedures. 
A 1 per cent solution of equal parts of crystal violet 
and brilliant green in half and half alcohol and 
water is recommended as an antiseptic for sterilizing 
the vagina and the surrounding parts. 

It is obvious that organisms may be introduced 
into the uterus by the hands and instruments, espec- 
ially during intra-uterine manipulation. In the 
larger number of cases of puerperal sepsis, however, 
intravaginal or intra-uterine manipulation has not 
taken place. Therefore, certain organisms trans- 
planted into, or originally present in the vagina 
must be transported into the uterus in some way 
subsequent to labor. The experimental work of 
Bond seems to indicate the presence of an ascending 
current along the surface of the vaginal, cervical, and 
uterine canals. Another possible route of infection 
is transperitoneal transmission of the organisms. 

The exact situation of the infecting agents by 
the time the symptoms of sepsis are produced is 
important as regards treatment. Unlike septic 
abortions, puerperal sepsis is not usually associated 
with retention of gross fragments of placental tissue 
in the uterus. Taking all cases into consideration, 
sepsis occurs as commonly when the uterus is 
completely emptied as when it is incompletely emp- 
tied. The organisms are situated in the uterine wall 
almost from the beginning of the infection and 
shortly afterward attain a deeper position. The 
commonest route of infection is by way of the 
ovarian veins. The phlebitis set up is often accom- 
panied by a lymphangitis which affects the tracts 
of connective tissue surrounding the ovarian vessels 
in the upper parts of the broad and ovarian liga- 
ments. Extension along the tubes is rare after 
full-time delivery. Ovarian abscess is more common 
because of a lymphatic drainage. Active peritonitis 
is unusual but when it does occur is generally localized 
around an ovary or tube. Passive peritoneal infec- 
tion is present in a large proportion of the fatal 
cases. 

It has been suggested that the methods of treat- 
ing infected war wounds might be applicable in the 
treatment of the infected uterus. Immediate steri- 
lization, progressive sterilization, and immediate 
excision have each been considered. The first might 
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be applied immediately following delivery to pa- 
tients in whom infection is known or highly sus- 
pected. It would be useless, however, after the ap- 
pearance of symptoms. Progressive sterilization 
would necessitate early treatment and many un- 
necessary intra-uterine operations. Excision would 
mean the performance of a hysterectomy at the 
end of every confinement in which infection was a 
possibility. No surety of defeating the cause of 
puerperal sepsis by the newer surgical methods 
is offered in the three procedures mentioned. 
Bonney is frankly pessimistic as to the value of 
vaccines, but is of open mind as to the future pro- 
gress in this form of therapy. Of the methods of 
treatment directed toward preventing the bacteria 
or their toxins from reaching the general circulation, 
ligation of the ovarian vessels and lymphatics which 
accompany them offers the best results. Bonney 
has performed this operation most often in cases of 
post-abortional sepsis in which a definite thickening 
could be felt in the line of the ovario-uterine and 
ovariopelvic ligaments. The whole tract from the 
side of the uterus up to the highest accessible point 
in the line of the ovarian vessels is generally re- 
moved. The possibility of extending this procedure 
to cases in which no definite thickening can be found 
in the presence of the other symptoms seems ra- 
tional. Prevention is more to be relied on than cure. 
While the finding of the true antidote for puerperal 
sepsis is doubiless reserved for some laboratory 
worker of the future, prevention is in the hands of 
every obstetrician. W. N. Row ey. 


MISCELLANEOUS 


Williams, J. W.: The Significance of Syphilis in 
Prenatal Care and in the Causation of Feetal 
Death. N. York State J. M., 1920, xx, 252. 


The author’s investigation was begun in April, 
1916, and this paper is based upon a critical study 
of 302 foetal deaths occurring in 4,000 consecutive 
deliveries between that period and December 31, 
r91g. In every instance an effort was made to elicit 
a possible history of syphilitic infection. To detect 
the presence of the clinical signs of the disease a 
Wassermann test was made at the patient’s first 
visit, and if the result was positive, proper treat- 
ment was given in the syphilis clinic if sufficient 
time was available before delivery. At the conclu- 
sion of labor a Wassermann test was carried out on 
the foetal blood obtained from the maternal end of 
the umbilical cord. Every placenta was preserved 
and examined histologically, and if the child was 
born dead or died after delivery, every effort was 
made to obtain an autopsy in order to determine 
the cause of death accurately, particular attention 
being given to the recognition of syphilitic lesions 
and the demonstration of the presence of spiro- 
chetes. 

Of the 4,000 patients, 1,839 were white women and 
2,161 negroes. The incidence of positive Wasser- 
manns in the two classes was as 2.48 is to 16.29 per 
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cent. Therefore 1 in every 40 white women and 1 
in every 6 colored women gave a positive reaction. 
It should be borne in mind, however, that this 
incidence does not exhaust the possibilities of 
syphilis as there were 105 additional women in the 
series whose Wassermann reactions were negative, 
but in whose histories some mention was made of 
syphilis. Forty-four of these women had presented 
a positive Wassermann in a previous pregnancy, 
but later gave a negative test following efficient 
treatment, with the result that the present preg- 
nancy ended in the birth of a normal child. On 
the other hand, in the remaining 61 cases autopsy 
revealed the characteristic lesions and the presence 
of spirochetes in the foetal tissues, the living child 
presented clinical evidence of hereditary syphilis, or 
the placenta showed characteristic syphilitic lesions. 

Two hundred and twelve of the 302 dead babies 
came to autopsy. These included not only infants 
dying at the time of labor or during the two weeks 
immediately following it, but also those dying 
during pregnancy from the time of viability onward; 
namely, children weighing between 1,500 and 2,500 
gm. or measuring between 35 and 45 cm. in length. 
Of the 302 deaths, 99 were those of white children 
and 203 those of negroes, an incidence of 5.4 and 9.4 
per cent respectively. One hundred and fifty-seven 
deaths occurred at the time of labor or during the 
first two weeks of the puerperium, and 145 before 
term. 

Syphilis was noted in 104 cases, in 89 of which the 
diagnosis was confirmed by autopsy with the demon- 
stration of spirochetes in the foetal tissues. In the 
remainder the diagnosis was made from the presence 
of syphilitic lesions in the placenta and a positive 
Wassermann test on the part of the mother. The 
causes of death were as follows: 


Per 

Cases cent 

Placenta previa and premature labor.. .. ae 
302 100.00 


The cause of death was determined from the 
autopsy findings, and when such findings were not 
available, by a careful study of the clinical history of 
the case. Thus, in 89 of the 104 syphilitic cases the 
diagnosis was made at autopsy, while in the remain- 
ing 15 it was based upon clinical findings in the child, 
or the presence of syphilitic lesions in the placenta 
associated with a positive maternal Wassermann. 

Syphilitic patients may be divided into three 
groups: (1) those who have had no treatment; (2) 
those who have had inefficient treatment consisting 
of from 4 to 6 injections of salvarsan and no after- 
treatment; and (3) those who have had satisfactory 
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treatment consisting of from 4 to 6 injections of 
salvarsan followed by a course of mercurial treat- 
ment which resulted in a negative Wassermann 
test. 

In the three categories there were 157, 103, and 
163 patients, respectively. The results of treat- 
ment are graphically shown by the fact that in the 
first group 52 per cent of the children were born 
dead or presented some evidence of syphilis as com- 
pared with 37 percent in Group 2, and only 7.4 per 
cent in Group 3. In other words, the evidence at our 
disposal shows that if syphilis in the pregnant woman 
is recognized early and treated intensively and ap- 
propriately almost perfect results may be obtained as 
far as the child is concerned. Consequently there is 
every reason to hope that in the future the con- 
dition may be practically eradicated as a cause of 
foetal death in all properly conducted clinics. 

On the other hand, it must be realized that ideal 
results will never be obtained, even with the most 
perfect mechanism, as Williams’ investigations show 
that the disease will escape recognition in a certain 
proportion of pregnant women for the reason that 
they frequently exhibit no clinical manifestations 
and occasionally present a negative Wassermann 
reaction as well, so that the presence of the disease 
is not suspected until a macerated child is born or 
the non-macerated child is shown to be syphilitic at 
autopsy. Carv H. Davis. 


Gonzalez, J. B.: The Modular Angle of the Normal 
Pelvis or the Problem of the Geometrical Pel- 
vis (Angulo modular de la pelvis normal o el prob- 
lema da la pelvis geometrica). Rev. argent. de obst. 
y ginec., 1920, iv, I. 

The pelvis in the diagram given in this article is 
constructed as follows: 

From the point V of the horizontal line PV which 
is 55 mm. long a perpendicular line, VPr,95 mm. long, 
is drawn. The free extremity of the line PV repre- 
sents the upper border of the pubis, and the line 
Pr, the sacral promontory. The right angle PVPr 
is the modular angle of the normal pelvis. 

When the points Pr and P are connected a right 
angled triangle is formed with a hypotenus of 115 
mm. A line 45 mm. long projected downward 


and backward at right angles to P represents 
the axis of the symphysis pubis and forms an angle 
of 30 degrees with the suprapubic horizontal PV. 
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From the lower extremity of this axis, P, a line 12 
cm. long is projected through the point V, the point 
mS represents the location of the second sacral syn- 
ostosis. This line corresponds to Faraboeuf’s mis- 
acrosubpubic diameter. 

‘When the point Pr is connected with the point mS 
by a curved line 6 cm. long, the first sacral synostosis 
being 35 mm. from the point Pr, a line rr cm. long 
projected from the point Pr through the point I. 
which is 2 cm. from the point mS, gives the point S 
which represents the lower extremity of the sacrum. 

To determine the position of the coccyx a line OC 
bisecting the line PPr at right angles is drawn. The 
tip of the coccyx is represented by the point of inter- 
section of this line with the prolongation of the 
sacral curvature. 

This geometrical figure is offered as a practical 
anatomical study of the normal pelvis. The dimen- 
sions are easily remembered and a sagittal section 
may be correctly reproduced with ease. In the ana- 
tomical study of the pelvis, especially the study of 
the dimensions by Verneau’s method, the modular 
angle will undoubtedly be of aid. 

R. MEEKER. 
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ADRENAL, KIDNEY, AND URETER 


Lett, H.: Renal Calculus. 


The real danger of a renal calculus lies in its com- 
plications — hydronephrosis, pyonephrosis, _ peri- 
nephritic abscess, pyelonephritis, interstitial nephri- 
tis. 

In discussing the classical symptoms Lett em- 
phasizes the fact that they may not develop for a 
long time and then may appear on the opposite side. 
In his opinion colic followed by hematuria suggests 
calculus, while hematuria followed by colic may 
often be due to a malignant growth. He has seen 
cases of calculus mistaken for acute intestinal ob- 
struction, ruptured ectopic pregnancy, and acute 
appendicitis. The dull pain of calculus between 
acute attacks of colic has often been attributed to 
chronic appendicitis. 

To prevent recurrence the treatment given follow- 
ing the operative removal of a renal calculus is very 
important. The patient should not be allowed al- 
cohol or acids, and should be given urinary anti- 
septics and large quantities of fluids. 

In 50 consecutive operations for renal calculus 
reported by Lett there were 2 deaths, one that of a 
patient with anuria and the other that of a woman 
of 58 who suffered an acute exacerbation of a 
former colitis. 

Lett believes the recent improvement in the re- 
sults of operations of this type is due chiefly to the 
accurate study of what was until recently the un- 
known factor in the equation, i.e., the efficiency 
of the opposite kidney. Henry L. SANnrorb. 


Braasch, W. F.: Conditions Contra-Indicating 
Operation with S‘one in the Kidney and 
Ureter. Minnesota Med.. 1920, iii, 387. 


Practitioner, 1920, cv, 81 


Several circumstances should be considered before 
an operation is recommended for stone in the 
kidney and ureter. As it is generally acknowledged 
that 75 per cent of stones pass within three or four 
months after the onset of the first symptoms, 
operation should be delayed for at least this length 
of time and perhaps for six months. An exception 
may be made, however, in cases of excessive pain, 
evidence of acute cortical or perinephritic infection, 
urinary retention sufficient to endanger the kidney, 
or stones too large to pass. 

When the roentgenogram shows that the stone is 
less than 2 cm. in diameter, operation should be de- 
layed in the hope that the calculus will pass spontan- 
eously. A stone of this size may be difficult to locate 
in the kidney substance and search may cause much 
damage. If the symptoms are indefinite and identi- 
fication of the shadow is uncertain, immediate 
operation should not be considered. 


The urgency of operation may not be so great 
when the stone is located in the cortex or the end of 
the calyces as in these locations it may cause little 
damage to the kidney substance and will produce 
fewer symptoms than if it were located in the 
pelvis. X-ray examinations made at intervals which 
show a change in the position of the ureters are 
indicative of early passage. When the stone is 
situated in the bladder portion or projects into the 
bladder operation is rarely indicated. 

Multiple stones usually indicate the necessity for 
surgical interference on account of increased damage 
to the kidney substance. If one stone is lodged in 
the ureter and another in the kidney pelvis, the 
former should be removed and time should be 
allowed for the spontaneous passage of the latter if 
it is less than 2 cm. in diameter. 

Clinical or laboratory evidence of low kidney 
function is usually a contra-indication to operation. 
When the symptoms are very acute, however, opera- 
tion may be justifiable. Even when the phenol- 
sulphonephthalein test is as low as 20 per cent the 
condition may return almost to normal after the 
removal of a renal stone. When only a faint trace 
of this dye is returned and the blood-urea retention 
is high, operation is contra-indicated unless the 
symptoms are very urgent. When renal stones are 
associated with chronic nephritis their removal-will 
have no effect on the primary nephritis, although 
when they occur with pyelonephritis, the effect of 
removal will be favorable as it tends to diminish the 
infection. The function of the opposite kidney should 
be determined as nephrectomy may be found 
necessary at operation. If the opposite kidney 
is functionless or absent, conservative surgery is 
essential. 

Because of acute symptoms, operation for stone 
was necessary in five cases of polycystic kidney seen 
at the Mayo Clinic. As a rule, however, this con- 
dition contra-indicates surgery. In cases of poly- 
cystic kidney a study of the comparative renal 
function is absolutely indispensable. 

Coincident diseases may contra-indicate or tem- 
porarily postpone operation. Among such con- 
ditions the most common are lesions of the alimen- 
tary tract. Surgical conditions of the gall-bladder, 
appendix, and duodenum were present in 10 per 
cent of the cases of renal or ureteral lithiasis operated 
on at the Mayo Clinic. Glycosuria indicates the 
same precautions and preliminary treatment as is 
necessary in this condition before any other surgical 
procedure. Cardiac disease, unless compensated 


or moderately compensated, may prevent operation, 
especially in the aged. Hypertrophy of the prostate 
with residual urine must be attended to as usual 
after preliminary treatment or at least drainage of 
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the bladder before the removal of the stone. In 
pregnancy stones may be removed during the first 
six months, but in the latter months operation 
should be postponed if possible. Unilateral lithiasis 
should not cause any serious complication in preg- 
nancy; when bilateral lithiasis is present, how- 
aver, renal insufficiency may be so well established 
as to necessitate the termination of pregnancy. 
Operation was not advised 1n 79 cases of renal lithia- 
sis during the years 1917 and 1918 on account of 
co-existing diseases. Th.se diseases the author 
tabulates. 

About 50 per cent of stones in the lower ureter 
which do not pass spontaneously may be removed 
by non-operative procedures. A stone more than 2 
cm. in diameter which has been lodged in the ureter 
from three to six months usually cannot be dis- 
lodged by cystoscopic methods, but in justice to the 
patient an attempt should be made to remove it by 
means of ureteral catheters, dilators, etc., before 
resorting to operation. Definite contra-indications 
to further attempts are a stone more than 2 cm. in 
diameter, acute impaction with continuous ob- 
struction, acute renal infection, intolerance on the 
part of the patient to the cystoscope, and anatomical 
deformity. 

In conclusion the author emphasizes three points 
with regard to renal and ureteral lithiasis: (1) the 
majority of renal and ureteral stones pass spon- 
taneously; (2) a large number of stones in the 
lower ureter, which do not pass after one or two 
attacks of renal colic, may be dislodged by cysto- 
scopic manipulation; and (3) immediate operation 
for the removal of small stones producing symptoms 
of short duration is seldom justifiable. 

MERLE R. Hoon. 


Rytina, A. G.: The Treatment of Essential Renal 
Hezmaturia by Intrapelvic Injections of Silver 
Nitrate. J. Urol., 1920, iv, 317. 


The treatment of painless and more or less con- 
stant essential renal hematuria is of two kinds, 
non-operative and surgical. 

Renal hematuria which has been thoroughly 
studied and found not to be due to stone, tuberculo- 
sis, or neoplasm should first be subjected to the 
conservative methods of treatment before surgical 
intervention such as nephropexy, decapsulation, 
nephrotomy, and nephrectomy, is considered. 

In non-operative treatment the injection of from 
4to8ccm. ofa 5 per cent solution of silver nitrate 
into the kidney pelvis is of great benefit. Three cases 
are cited in which this method gave good results. 
One was that of a man 49 years old who had under- 
gone pyelotomy and nephrotomy on the left kidney. 
Following these operations the bleeding became 
worse. Twelve weeks later 10 cm. of 5 per cent 
silver nitrate were injected into the kidney pelvis 
and within forty-eight hours the bleeding had 
stopped entirely and the urine was microscopically 
and chemically negative as regards blood. 

Henry W. PLAGGEMEYER. 


Toupet, R.: The Technique of Nephrostomy 
(Technique de néphrostomie). J. d’urol. méd. et 
chir., ix, 191. 

In Toupet’s opinion the method of nephrostomy 
recently described by Marion is rendered difficult 
by hemorrhage when the inferior calix is sought from 
front to rear and there is danger of injury to the 
renal artery. 

On the basis of a large number of experimental 
investigations on the cadaver carried out since 1912 
Toupet has devised a method of performing nephros- 
tomy which obviates the disadvantages in the classi- 
cal operations. So far, however, he has not tested 
it out clinically. Instead of the difficult search for 
the inferior calix through the bleeding renal paren- 
chyma the kidney pelvis is located and incised and 
a bent forceps is easily pushed into the inferior calix, 
the kidney is perforated from the calix toward the 
convex edge, the jaws of the forceps are then 
opened, and a sound is drawn through into the 
pelvis. It is impossible to make a false passage 
and the traumatism is reduced to a minimum. The 
sound is fixed to the kidney capsule and the kidney 
itself is fixed in the lumbar wound in order that the 
trajectory may be as direct as possible and found 
again easily if the sound is removed. The entire 
kidney must be brought to the surface and the 
posterior side of the pelvis exposed. 

The technique is described in detail and illus- 
trated. Certain modifications are necessary if it is 
desired to deviate the course of the urine. 

A. BRENNAN. 


Kidd, F.: The Treatment of Calculi Impacted in 
the Pelvic Portion of the Ureter. Brit. M. J., 
1920, ii, 160. 


Stones impacted in the pelvic portion of the ureter 
are usually solitary and opaque to the X-ray, and sel- 
dom bilateral. Fibrosis of the ureteral wall and ste- 
nosis at the site of the impaction frequently develop, 
with consequent dilatation of the portion of the ure- 
ter above the obstruction. Infection from above is 
prone to occur in the dilated portion of the ureter 
and kidney of the affected side. 

The symptoms produced by ureteral stone are 
similar to those of renal calculi but a stone may 
remain lodged for many years in the lower ureter 
without giving rise to symptoms. Hematuria is 
common, but not always present. A diagnosis of 
ureteral calculi can scarcely be made, however, 
in the absence of microscopic blood in the urine. 

A correct diagnosis is essential to proper treat- 
ment. Several causes of renal colic, such as the 
passage of stone, blood clot, tuberculous curds, 
masses of new growth, or hydatid cysts, must be 
borne in mind. Renal colic may be caused also by 
stenosis or kinking of the ureter. Ureteral pain 
should be distinguished from pain arising in other 
intra-abdominal organs and from tabetic crises. 
X-ray study supplemented by special urological 
methods is of great value in arriving at a correct 
diagnosis. 


Kidd makes a plea for conservative treatment. 
He points out that stones lodged in the ureter may 
be passed naturally if left alone. He states, “ Pro- 
vided, then, that there are no imperative indications 
for operative interference, I think it advisable 
always to give the patient at least one to two years 
in which to pass a ureteric stone naturally, aiding 
nature by minor cystoscopic manipulative meas- 
ures and employing flushing treatment and urinary 
antiseptics by the mouth.” : 

The minor cystoscopic operations for the ex- 
traction of ureteral stone should be tried in most 
cases. These methods are: (1) the injection of 
sterile paroleine through a ureteral catheter, (2) 
the use of papaverine injected into the ureter to 
reduce spasm, (3) the cutting and dilating of the 
ureteral orifice, as described by Bransford Lewis, 
or by cautery, and subsequent withdrawal of the 
stone, and (4) the dilating of the ureter below. the 
stone by means of a dilatable rubber bag on a 
ureteral catheter. 

The author prefers the small muscle-splitting 
incision described by him in the Lancet, June 7, 
1913, if open operation is to be done, as postopera- 
tive hernia are then avoided. Gorpon S. Foutps. 


Peterson, R.: Uretero-Ureteral Anastomosis. Surg., 
Gynec. & Obst., 1920, xxxi, 132. 


In the case reported the right ureter was divided 
during the radical abdominal removal of a cancerous 
uterus. The anterior surface of the bladder end of the 
cut ureter was therefore split for 14 in. and the 
mucosa trimmed off for a short distance. The kid- 
ney end of the ureter was drawn into the distal 
end by a traction suture passed through the kidney 
end and then through the distal end 4% in. below the 
angle of the anterior slit. At the point of entrance 
the two ends were sewed together with five fine silk 
sutures which included all of the coats except the 
mucosa. The slit portion of the distal end was 
united with three fine silk sutures. The ureter was 
then covered with pelvic peritoneum. Drainage was 
established through the vagina. 

Eight months later ureteral catheterization 
showed: a steady flow of urine from the right side 
suggesting dilatation and paralysis. The diagnosis 
was a minor degree of dilatation of the terminal 
calyces, pelvis, and ureter, with diminution of 
function. 

The reports of 72 cases of uretero-ureteral anas- 
tomosis have been collected by the author from the 
literature. Each of these cases is analyzed. The 
primary mortality was 5.5 per cent. End-in-end or 
end-in-side uretero-ureteral anastomosis has demon- 
strated better results than the lateral implantation 
or oblique end-to-end anastomosis advocated by 
Bovée. 

The important points brought out in the paper are 
summarized as follows: 

Uretero-ureteral anastomosis is not successful 
unless the kidney and ureter have been carefully 
followed and explored. 
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A careful study of the literature shows that end- 
to-end, end-in-end, and end-to-side anastomoses 
are feasible. 

A functioning kidney and ureter can be ob- 
tained with little or no ureteral stricture. 

The primary mortality is small. 

Leakage leads usually to stricture, hydro-ureter, 
and hydronephrosis. 

Because it prevents leakage the invagination 
method is preferable to others. 

End-to-end anastomosis is simple and uses only a 
small amount of the ureter. 

Slight hydro-ureter and hydronephrosis follow. 

D. PICKRELL. 


BLADDER, URETHRA, AND PENIS 


Nassauer, M.: Malignant Bladder Tumors in Em- 
ployees of the Organic Chemical Industry 
(Ueber boesartige Blasengeschwuelste bei Arbeitern 
der organisch-chemischen Grossindustrie). Frank- 
furt. Zischr. f. Pathol., 1920, xxxii, 353. 


The author, who was manager of an organic- 
chemical plant for twenty years, reports 32 cases 
of tumors of the bladder among the employees of 
the plant and 6 other cases which were referred to 
him. After reviewing the literature in which, to date, 
61 cases have been described, he discusses the 
chemical composition and physiological action of the 
many substances which have been held responsible 
for such growths. He comes to the conclusion that 
the causative agent is anilin. 

Even men working at a distance from anilin may 
become affected by it and therefore the poison is 
probably inspired with the air. The time from the 
beginning of its absorption to the development of 
symptoms varies between twelve and twenty years. 
The purer the anilin vapors the longer the incubation 
period; at a certain degree of dilution the vapors 
are taken up by the alveoli and carried to the cir- 
culation more easily. 

In spite of various precautionary measures which 
have reduced the number of cases materially, em- 
ployees in plants using anilin should not be per- 
mitted to remain exposed to it longer than three 
months. WINIWARTER (Z). 


Stutzin, J. J.: The Treatment of the Most Severe 
Strictures and Fistule of the Male Urethra 
(Zur Behandlung der schwersten Strikturformen 
und Fisteln der maennlichen Harnroehre). Therap. 
d. Gegenw., 1920, Ixi, 21. 


For the most severe strictures of the male urethra 
the author recommends the internal or external 
urethral incision or the radical operation consisting 
of the excision of all scar tissue and circular union 
of the urethral stumps. The latter, however, is 
possible only if the defect is not greater than 3 cm. 
If after excision of the scar the defect is more than 
3 cm. and union can be effected only by tension, a 
true urethrostomy uniting both ends to the skin is 
to be preferred. In such cases a retention catheter 
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is placed in the bladder so that the opening will heal 
by primary intention. After that the fistula is 
closed secondarily. 

The same method is followed if the removal of 
all scar tissue is impossible. As a second choice the 
defect may be closed by plastic methods by which a 
flap is brought into place or a vein or the appendix 
is used to repair the defect. The latter method, 
however, is often unsuccessful. 

If the urethral stricture is complicated by a 
fistula and a large defect is present, plastic closure 
with a pediculated flap is indicated. The pedicle of 
the flap should be as broad as possible, the flap itself 
as short as possible. If a flap isrequired which is long 
in relation to the length of its pedicle, the defect 
should be covered in several stages. If all the scar 
tissue cannot be removed and if it is impossible to 
obtain sufficient material for a flap, the scar itself may 
be utilized for plastic closure of the defect. In most 
cases, however, a flap may be obtained from the 
inguinal region, the skin of the thigh, and espe- 
cially the skin of the scrotum. In many cases a 
complete result is not obtained at the first attempt 
and repeated operations are necessary. 

ADLER (Z). 


GENITAL ORGANS 


Macht, D. I., and Matsumoto, S.: Physiological 
and Pharmacological Studies of the Prostate 
Gland. II. The Action of Prostatic Extracts 
on Excised Genito-Urinary Organs. J. Urol., 
1920, iv, 255. 

Genito-urinary organs or parts of organs freshly 
excised from various animals having been sus- 
pended in warm and oxygenated physiological 
solutions, the curve of normal tonus and contrac- 
tions was studied. Small doses of a prostatic extract 
were then introduced into the chamber and their 
effect on tonus and contraction was observed. The 
investigation showed that all the genito-urinary 
organs studied are stimulated by prostatic extracts, 
but the minimal amount required for such stimulation 
varies with the kind of organ, the animal to which 
it belongs, and the nature of the extract. The uterus 
and tubes are most easily and quickly excited to 
contraction. Next in order come the bladder, the 
ureters, the vas deferens, and lastly the seminal 
vesicle. No definite or specific relationship be- 
tween the tonus and contraction of the bladder and 
extracts of the prostatic gland was noted. 

Henry W. PLAGGEMEYER. 


Lespinasse, V. D.: Local Treatments for Seminal 
Vesiculitis, with a Description of Some New 
Methods. J. Urol., 1920, iv, 265. 


The author presents new methods for making in- 
jections through the vas deferens in the treatment 
of seminal vesiculitis. By one of these procedures 
the vas is exposed and wrapped with a Thiersch skin 
graft so that it projects free from the scrotum. The 
second method consists of the ‘‘intradermal trans- 
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plantation of the vas.”’ The most simple procedure, 
which does not require incision or dissection, is a 
“‘percutaneous puncture of the vas.” To insert a 
needle into the lumen of the vas without making 
a cut through the skin Lespinasse holds the vas in a 
small fold of skin by means of clamps. This manip- 
ulation identifies the vas through which the needle 
can be inserted. 

The author has found that 10 per cent collargol 
is the least irritating antiseptic and enters the vesicle 
well. A t per cent solution of sodium bicarbonate 
is safe, but a 5 per cent solution is destructive to the 
epithelium Acriflavine 1:1000 also destroys the 
vas epithelium. Bactericidal serum is absolutely 
specific and may be administered successfully by 
percutaneous puncture of the vas. 

HENRY W. PLAGGEMEYER. 


MISCELLANEOUS 


Labbé, M., and Carrié, P. A.: The Enterohepatic 
Theory of Urobilinuria (La théorie enterohe- 
patique de l’urobilinurie). Presse méd., Par., 1920, 
XXVill, 353- 

As a result of their investigations regarding uro- 
bilinuria the authors are convinced that the only 
theory which explains the genesis of urobilin in 
accordance with the clinical and experimental find- 
ings is the enterohepatic theory. Urobilinuria is 
the index of functional insufficiency of the liver 
rather than hyperfunction. It may coincide with, 
but is not the consequence of, hypercholemia. 

While it is possible that urobilin may originate 
in the blood itself in the course of serious hemolytic 
conditions, or from a subcutaneous hematoma, or 
even from changes in the bile pigments impregnating 
the tissues, such an origin is quite exceptional. 

WILLIAM A. BRENNAN. 


Crosbie, A. H.: The Diagnosis and Treatment of 
Tuberculosis of the Genito-Urinary Tract. 
Boston M. & S. J., 1920, clxxxiii, 134. 


In this paper the author gives a brief résumé of 
the views generally held today regarding the symp- 
toms, diagnosis, and treatment of renal tuberculosis. 

Crosbie believes that infection of the epididymis 
is always secondary to infection of the prostate and 
seminal vesicles. He is opposed to the operation of 
epididymectomy for tuberculosis of the epididymis 
for the reason that the primary focus in the seminal 
vesicle is not attacked in this operation. If any 
operative procedure is required, he favors the radical 
operation described by Quinby (J. Am. M. Ass., 
Nov. 30, 1918), but believes such a radical pro- 
cedure is rarely indicated. He relies on hygienic 
measures. In cases of abscess formation, he be- 
lieves the ulcers should be allowed to rupture 
spontaneously. They will drain for a time and 
finally heal. 

No mention is made of the use of tuberculin in 
the treatment of genital tuberculosis. 

Harry A. Fow.er. 
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Tardo, G. V.: The Formation of Calculi about 
Foreign Bodies (Sulla formazione di calculi attorno 
a corpi estranei). Puliclin., Roma, 1920, xxvii, sez. 
chir., 225. 


. The author reviews the literature concerning the 


’ formation of urinary calculi and reports the results 


of experiments he carried out to determine whether 
such calculi can form about a foreign body intro- 
duced into the urinary tract. 

In these experiments a nephrotomy was done on 
the anterior or posterior surface of the left kidney, 
a fragment of a sterilized urinary calculus obtained 
from a case of urinary lithiasis was introduced into 
the pelvis, and the wound then sutured without 
drainage. 

At autopsy, which was performed from forty to 
one hundred days later on 10 dogs operated upon in 
the manner described, it was found that in 2 cases, 
because of an error in technique, the calculi had been 
placed in the renal parenchyma outside the pelvis. 
In 3 cases it was impossible to discover them again, 
but in 5 cases they were still present. In 2 of these 
5 cases in which 2 fragments of calculus had been 
placed in the pelvis one of them was found in the 
pelvis and the other in the ureter. 

In all instances the wounds had healed by first 
intention and no infection of any kind had been 
produced by the inserted calculus. 

In no case was any kind of deposit found upon the 
introduced calculus. The fragments were the same 
in volume as when they were inserted. 

Histologically in all instances more or less necrosis 
was observed in the zone of the foreign body. In 1 
case atrophy of the kidney and closure of the ureter 
were found. In 3 cases the kidney had increased in 
volume. Calcification of the renal tubuli was noted 
in the cortex in 3 cases and in the necrosed zone in 
all. In 2 cases cysts had been formed in the wall of 
the pelvis. In 2 cases a large pedunculated papilla 
was found in the pelvis. In 1 case metaplasia and 
keratinization of the pelvic epithelium were dis- 
covered. In 3 cases the walls of the pelvis contained 
osteoid tissue. 

From this experimental study Tardo draws the 
following conclusions: 

1. The kidney of the dog constantly endeavors 
to expel fragments of calculus introduced into the 
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pelvis. The presence in the pelvis of fragments of a 
urinary calculus obtained from a case of urinary 
lithiasis was not sufficient under conditions of asepsis 
to cause the precipitation and deposit of the cal- 
careous substances normally contained in the urine. 
These experimental data, in accord with data fur- 
nished by the clinic, show that a particular morbid 
disposition on the part of the renal parenchyma 
and super-saturation of urine are essential for the 
formation of calculi. 

2. The fragments of urinary calculi introduced 
into the pelves of the kidneys of animals of a species 
different from that in which they had been formed 
were slowly reduced in volume when, because of 
their chemical and structural composition, they were 
friable. The mechanical and chemical action oc- 
curred simultaneously. In all cases the pelvis and 
ureter hypertrophied and dilated in order to expel 
the calculus. 

3. It was not possible to find precisely what 
anatomical changes occurred in the kidneys of 
dogs following the introduction of fragments of 
urinary calculi or to distinguish the lesions due to 
the nephrotomy fromthose due to the calculus. 

4. A nephrotomy on the dog done in a direction 
perpendicular to the deep renal vessels outside the 
pelvis causes very severe lesions, especially wide 
necrosis, calcification of the necrosed tracts of the 
cortex and pelvis, symptoms of acute interstitial 
nephritis, and the extensive production of connect- 
ive tissue. 

5. The connective tissue which invades necrotic 
and calcified zones of the pelvis sometimes under- 
goes metaplasia into osteoid tissue. 

6. The irritation produced by a calculus may 
cause metaplasia and keratinization of the pelvic 
epithelium. The stimulated and _ proliferating 
epithelium gives rise to the formation of large 
papilla or even of cysts in the walls of the pelvis. 

7. In dogs in which the drainage of the urine was 
obstructed by blocking of the ureter, atrophy of the 
kidney with absence of signs of dilatation and stasis 
was observed. When the occlusion was due to calcu 
lus, atrophy and very evident symptoms of dilatation 
of the canalicular system were found even when the 
obstruction was incomplete. 

WitiiAm A. BRENNAN. 
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SURGERY OF THE EYE AND EAR 


EYE 


Benedict, W. L.: The Early Diagnosis of Pitui ary 
Tumor with Ocular Phenomena. Am. J. 
Ophth., 1920, iii, 571. 

The marked advance in surgical therapy of pitu- 
itary disorders made during the past five years is 
due in large part to the greater certainty with which 
tumors of the hypophysis have been diagnosed, and 
to the fact that such a diagnosis can be made early 
in the course of the disease. 

Ocular changes constitute the chief symptoms in 
a large number of cases of pituitary tumor and are 
often the only means of identifying the condition. 
These consist in contracted fields, lowered visual 
acuity, and changes in the ophthalmoscopic picture 
of the nerve heads. The frequent absence of con- 
stitutional disorders and the negative findings on 
examination of the central nervous system except as 
regards ocular disorders place such cases in the 
hands of the ophthalmologist. 

The characteristic ophthalmoscopic picture in the 
early stages of the disease consists of a waxy pallor 
of the nerve head without shrinkage or other change 
in form, and serves as a basis for estimating the 
probability of recovery of vision. 

Atrophy of the optic nerves following shortly after 
the onset of visual changes indicates pressure rapidly 
produced or pressure associated with processes 
leading to early destruction of the optic tract. Since 
rapidly developed pressure is more apt to result from 
malignant tumor or cysts than from benign tumors 
the prognosis in cases of beginning atrophy early 
after the onset of visual changes must be guarded. 
As optic atrophy of both eyes ensuing after long 
duration of visual symptoms will not be improved 
materially by the removal of the pressure, the 
prime object to be attained by the operation is 
beyond reach, and operation for visual purposes 
should not be undertaken. The chief object of the 
ophthalmoscopic examination then is to ascertain 
whether or not the optic nerve has atrophied. 

The visual acuity and visual fields may not be 
of aid in the prognosis in cases of low vision, and it is 
only from the amount of atrophic shrinkage that it 
can be determined whether the nerve will be in a con- 
dition to resume function when the cause of the 
pressure has been removed. 


Hay, P. J.: Some Plastic Operations about the Lids 
and Socket. Brit. J. Ophth., 1920, iv, 368. 


The use of grafts with pedicles rather than isolated 
grafts is advocated because the former are easier to 
work with, they ‘“‘take” more frequently, and the 
flap may be kept very thin and undergoes little 
shrinkage. 


In operations for ectropion of the lower lid Hay 
transplants into the lower lid, close to the free border, 
a flap taken from close under the eyebrow with a 
pedicle slightly above the sac region (or above and 
external to the external canthus). If the entire lower 
lid is affected, a strip with a pedicle at both ends is 
used. To obviate bulging, the flaps are made thin. 

To form a lower cul-de-sac, Hay takes a narrow 
flap with a broad pedicle from low down on the lid 
and, buttonholing the lid, sews the upper edge of 
the flap to the posterior wound of the conjunctiva. 
A week later he cuts the skin portion of the pedicle 
and sutures it to the palpebral conjunctiva, at the 
same time closing the lid wound from which the 
pedicle was taken. This graft is anchored firmly to 
the periosteum. 

The same operation may be done with the upper 
lid to make a fornix or fix the soft tissues of the 
roof of the orbit when they interfere with the wear- 
ing of an artificial eye. Tuomas D. ALLEN. 


Matsuoka, Y.: The Nature of the So-Called Blood 
Infiltration of the Cornea. Am. J. Ophth., 1920, 
iii, 564. 

The so-called “‘blood infiltration of the cornea”’ 
occurring in traumatic hemorrhage into the ante- 
chamber is characterized histologically by the 
presence of numerous peculiar round or spindle- 
shaped highly refractive granules in the parenchyma 
of the cornea. These granules have been variously 
described as types of organisms, crystallized fibrin, 
hyalin, degenerated corneal fibrils, haemoglobin 
derived from hyalin substance, an albuminous mass 
sepaiated from hemoglobin, etc. 

The author reports the clinical and histologic 
findings in two cases which he believes furnish some 
evidence as to the nature and origin of these granules. 
In the first case, a case of old traumatic hemorrhage 
of the vitreous, histologic examination of the vitreous 
revealed numerous small granules, some of which 
were free and others contained in blood-cel] . hadows. 
This finding, in the author’s opinion, proves that the 
granules arise from the blood-cell shadows. In the 
other case, a case of traumatic hemorrhage of the 
vitreous and anterior chamber with typical blood 
infiltration of the cornea, similar granules were found 
both in the vitreous and in the parenchyma of the 
cornea. These granules were of the same type as 
those which have been described as characteristic 
of the so-called “corneal blood infiltration.”” There- 
fore as those found in the vitreous and those found 
in the cornea showed the same behavior toward 
different stains and chemical reagents, it is probable 
that they are identical. 

From these facts it seems evident that the corneal 
granules are not formed in /oco, but are carried to the 
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cornea from some other point. The author’s evidence 
supports this view rather than the assumption that 
the granules in the corneal parenchyma are de- 
veloped by the conversion of the free blood coloring 
matter in the anterior chamber to a combined state, 
or that they are formed in the cornea itself. The 
route by which the granules enter the cornea is 
still unknown. 

The author further concludes that the presence 
of the characteristic granules is not necessary to 
complete the picture of blood infiltration and cites 
a_type of case in which the staining of the cornea 
is‘caused exclusivel, by free blood coloring matter, 
a fact which suggests that possibly the typical stain- 
ing of the cornea and the presence of granules may 
not be related at all. Wiu1am F. Moncrerr. 


Morax, V.: Cataract Operations on Glaucomatous 
Patients. Am. J.Ophth., 1920, iii, 561. 


Morax limits his discussion to cases in which senile 
cataract develops in eyes previously affected by 
glaucoma and in which an iridectomy or sclerecto- 
iridectomy has rendered the equilibrium of the 
ophthalmotonus satisfactory. 

The indications for the removal of cataract are 
the same in these cases as in others; i.e., the more 
mature cataract should be extracted as soon as use- 
ful vision is lost. 

Two cases are described. In the first, hyper- 
tension of the left eye of four years’ duration was con- 
trolled by iridectomy. Within the next year, how- 
ever, the lens of this eye began to become opaque, 
and a cataract extraction was done six years after 
the iridectomy. A good result was obtained as the 
scleral section left a small filtering scar and the 
tension has remained within normal limits. The 
— acuity with correction of aphacia is one- 
third. 

In the second case sclerecto-iridectomy on the left 
eye was done three times before a satisfactory filter- 
ing scar was obtained. Peripheral opacities in the 
lens had been present for at least six years before the 
first operation, and about a year and a half after the 
successful trephination the lens had become so opa- 
que that extraction was necessary. In this operation 
the incision was placed outside the filtering scar so 
as not to destroy it. The filtering scar ceased to func- 
tion, however, and the tension rose in spite of miotic 
treatment. Another sclerecto-iridectomy was then 
done, but a filtering scar was not obtained and within 
a_year vision was lost. Wiu1aM F. Moncrerr. 


Goulden, C.: The Treatment of Prolapse of the Iris 
Following Accidental Perforating Wounds, with 
a Note on the Removal of Non-Magnetic 
Foreign Bodies from the Anterior Chamber. 
tae Roy. Soc. Med., Lond., 1920, xiii, Sect. Ophth., 
07. 

_ The author first points out the dangers of allow- 

ing a prolapsed iris to heal spontaneously. The 


treatment must be based on the position of the 
corneal wound. 


If the wound is situated entirely in the cornea or 
at the limbus, Goulden makes a preliminary inci- 
sion with a keratome at the limbus on the opposite 
side of the cornea. Then, by very gentle traction 
throughout the entire length of the prolapse, he 
frees the iris so that when it is cut off the rest of it 
will spring back into the anterior chamber. If the 
wound is more than twenty-four hours old a stream 
of warm saline solution is necessary during this 
procedure to clear away the exudate. The pro- 
lapsed iris is cut off close to the cornea with a 
DeWecker scissors. The repositor is then introduced 
through the incision made with the keratome and 
the pillars of the coloboma are replaced. 

When the sclera also is involved the wound of the 
conjunctiva is exposed freely and the conjunctiva 
undermined on each side. The edges of the wound 
are then held open by an assistant while the operator 
deals with the prolapsed uveal tissues. The con- 
junctiva is brought together in layers, one edge 
being folded under the other. This procedure ap- 
proximates the edges of the sclera with the least 
possible trauma. 

When the wound extends across the cornea and 
through the limbus on each side, the eye should be 
enucleated at once. If an attempt is made to save 
the eye, the wound must be thoroughly covered 
with conjunctiva. ‘‘The conjunctiva should be 
detached from the periphery of the cornea in about 
its lower third or over one-half, and drawn straight 
across the cornea and sutured to the opposite 
limbus. Such sutures will hold for from five to 
seven days, and when they break loose the conjunc- 
tiva will have become thoroughly adherent to the 
site of the injury.” 

To remove a non-magnetic foreign body from the 
anterior chamber Goulden makes a keratome in- 
cision in the cornea 3 mm. inside the limbus as near 
the foreign body as possible, driving the point of 
the keratome directly toward it. He then seizes 
the foreign body with toothless iris forceps and 
withdraws it. He claims this method is much 
easier than making the incision at the limbus. 

Tuomas D. ALLEN. 


EAR 


Vail, H. H.: Studies of the Barany Rotation and 
Caloric Tests of Tumors of the Nervus Acus- 
ticus. Laryngoscope, 1920, XXX, 505. 

The author records the findings obtained in ten 
cases of verified unilateral tumor of the eighth nerve 
by the Barany rotation and caloric tests. In the 
majority of the cases the reactions were typical. 

Unilateral deafness on the side of the lesion varied 
from absolute to marked involvement. 

In the caloric test there was failure to obtain 
after-nystagmus and past-pointing by stimulation 
of the labyrinth on the side of the lesion and in some 
cases to obtain after-nystagmus and past-pointing 
by stimulation of vertical canals on the side op- 
posite the lesion. 
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As a general rule the time of the after-nystagmus 
obtained by rotation was decreased but did not 
show that there was blocking of one labyrinth. 

The past-pointing tests following rotation usually 
did not show any reactions that might be classed 
as typical. The reactions were abnormal and 
probably influenced by involvement of the cere- 
bellum through direct or indirect pressure. 

‘In two cases with failure to produce nystagmus 
in a caloric test of the unaffected side after opera- 
tion the reactions of nystagmus and past-pointing 
were absent in the side of the lesion and practically 
normal following stimulation of the opposite side. 
The increased pressure present in all these cases was 
doubtless responsible to a great extent for the irreg- 
ular reactions obtained in the rotation tests. 

In some of the cases postoperative tests of the 
side involved showed an increase in the cochlear 
function. 

Unilateral paralysis of the external rectus may 
cause unequal involvement of the eyes in the 
spontaneous nystagmus. In after-nystagmus by 
stimulation this is a negative factor. 

James J. KINc. 


Carpenter, E. R.: Intracranial Lesions Involving © 


the Auditory-Vestibular Apparatus. J. Am. M. 
Ass., 1920, Ixxv, 469. 

The three types of intracranial lesions in which 
auditory and vestibular tests may be of service are 
advantageously classified as follows: (1) lesions 
primarily involving the cerebellar fossa; (2) lesions 
primarily involving the brain stem and midbrain; 
and (3) lesions primarily involving the cerebral 
cortex and subcortical region. 


INTERNATIONAL ABSTRACT OF SURGERY 


In all cases in which major-otological operations 
are necessary repeated vestibular tests should be 
made as they often indicate impending intracranial 
trouble long before the clinical symptoms of the 
develop. 

Lesions in the region of the cerebellum are repre- 
sented by acute inflammatory diseases involving the 
meninges, acute and chronic abscesses, tumors of the 
meninges and nerve trunks, syphilis in its various 
forms, traumatism, circulatory diseases, tuber- 
culosis, and multiple sclerosis. 

It is a noteworthy fact that 8 per cent of abscesses 
in the posterior fossa are due to Infection of the ears. 
According to Cushing, 6 per cent of all brain tumors 
and over 20 per cent of all tumors of the posterior 
fossa originate in the eighth nerve. A correct 
diagnosis must be based on the demonstration of 
the auditory nerve syndrome consisting of primary 
deafness followed by fifth or seventh nerve trouble 
on the same side and later by other angular symp- 
toms. 

Some impairment in the auditory-vestibular ap- 
paratus is present in at least 50 per cent of all 
cases of brain syphilis and occasionally this appa- 
ratus is involved also in lesions due to traumatism, 
tuberculosis, circulatory disturbances, and multiple 
sclerosis. Aside from intracervical lesions which 
involve the auditory vestibular apparatus directly, 
tumors in the supratentional region, or frontal lobe 
tumors, may cause symptoms from transmitted 
pressure closely resembling those observed in direct 
lesions. In such cases the vestibular tests are fre- 
quently valuable in the diferential diagnosis_be- 
tween cerebellar and cerebral lesions. 

James J. Kinc. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Armstrong, M.: The Clinical Significance of the 
Bacteriological Examination of the Accessory 
Nasal Sinuses and the Ears. J. Jowa State M. 
Soc., 1920, X, 299. 

Of 45 cases in which there were no symptoms or 
local lesions other than those of chronic tonsillitis 
and adenoids, the X-ray findings were negative and 
the washings contained neither pus nor mucus, 70 
per cent were sterile and in the other 30 per cent 
only such bacteria as were present in the nasal secre- 
tions were discovered. In no case were hemolytic 
streptococci found. Of 15 other cases exactly simi- 
lar except for the fact that the antra appeared 
blurred in the X-ray picture, 80 per cent were 
sterile, andin the other 20 per cent no virulent organ- 
isms were present. In 3 cases the only indication of 
sinus trouble was pus and mucus in the antrum. 
In 1 of these cases the cultures were sterile and in 
the others contained only such organisms as are nor- 
mally found in the nose. In the author’s opinion it 
is probable that the secretions had been in the an- 
trum since a recent coryza and were doing little or 
no harm. In 12 cases of chronic arthritis the sinuses 
were found to be sterile in 2 (16 per cent). The 
hamolytic streptococcus was the only organism in 
1 case and in 8 others was discovered with other 
organisms, making 9 cases (75 per cent of the total 
number) in which it was found. 

It is the consensus of opinion that the presence 
of the encapsulated streptococcus in pathologic con- 
ditions of the ear renders immediate operation neces- 
sary unless the clinical findings are such as directly 
contra-indicate it. Orto M. Rott. 


THROAT 


Salzman, S. R.: Tonsil Infections. Med. Rec., 
1920, xcviii, 85 

Too much importance cannot be attached to the 
tonsils as foci of infection. In the author’s opinion 
the tonsils are the source not only of systemic poison- 
ing, but also of other foci of infection such as 
cholecystitis and appendicitis. The article contains 
case reports to illustrate the various conditions due 
to tonsillar infection: 

Some of the conditions mentioned are: (1) 
numerous attacks of fever (febricula?) with no other 
symptoms; (2) mild infection with a moderate degree 
of anemia; (3) constant fatigue and lassitude; (4) 
simple albuminuria; (5) conditions in which the urine 
shows a slight amount of blood, and sometimes 
albumin; (6) conditions in which the urine contains 
an unusually large amount of blood; (7) thyroid 
enlargement; (8) myocardial weakness and angina; 
and (9) m:ny skin conditions. M. Rott. 
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Canfield, R. B.: The Réle of the Tonsils in Pul- 
monary Tuberculosis. J. Michigan Slate M. 
Soc., 1920, Xix, 415. 

The combined statistics of many pathologists show 
the incidence of tonsillar tuberculosis to be about 
4 per cent, and in one series of 200 cases examined 
clinical manifestations of the disease were present 
only in 4. While the latent type may be the result 
of either primary or secondary infection, the 
manifest form is usually an evidence of secondary 
invasion, the 4 cases mentioned all showing extensive 
pulmonary involvement. 

The frequent occurrence of bone, joint, and skin 
tuberculosis can be accounted for only by the as- 
sumption that it is due to hematogenous metastasis. 
The author reports a case of diffuse tuberculides 
which covered the entire surface of the body and 
cleared up within four weeks after the removal of 
hypertrophied tuberculous tonsils. 

The generally accepted theory that tuberculosis 
may be spread by lymphogenous dissemination from 
the tonsils to the hilus and then to the parenchyma of 
the lung does not satisfactorily explain the frequency 
of apical lesions. Stereoscopic X-ray examinations 
have shown a distinct thickening of the extreme 
apex of the lung, termed ‘“‘apical pleural cap,” and 
the presence of this condition in the absence of 
frank pulmonary tuberculosis, but in association 
with tonsillar and glandular tuberculosis suggests a 
direct lymphatic drainage from above to the pleura. 
This assumption is substantiated also by the 
experiments of Grober who injected Chinese ink into 
the tonsils of dogs and six months later was able to 
trace the dye in the deep cervical lymphatics and 
from there directly into the apical pleura and the 
parenchyma of the lung. SPENCER S. Howe. 


McKinney, R.: Tonsillectomy in the Adult under 
Local Anzsthesia by the Sluder 


Laryngoscope, 1920, XXX, 429. 


McKinney claims that he obtains successful 
results with the Sluder technique under local anzxs- 
thesia in 99 per cent of tonsillectomies performed on 
adults. His one failure occurred in the case of a 
short-necked man 54 years of age. This patient 
had had a number of attacks of peritonsillar abscess 
and tonsillitis. His tonsils were of the elongated 
flat type and so firmly embedded in connective 
tissue that it was impossible to strip one of them 
through the ring of the guillotine. 

McKinney uses a Sauer modification of the Sluder 
instrument. Copious bleeding has never occurred 
in any of his cases at the time of operation, but in 
several a secondary hemorrhage came on from two to 
seven days later. Such hemorrhages he ascribes 
to localized sepsis having its origin beneath a blood 
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clot or to superficial sloughing. He has never 
observed arterial bleeding in these cases. ‘‘ Watchful 
waiting,”’ he believes is the best policy to pursue as 
the bleeding may stop spontaneously. He inquires 
whether anyone has known or even heard of a case 
' of fatal secondary hemorrhage following tonsillec- 
tomy. Orto M. Rort. 


Ramdohr, P.: The Treatment of Laryngeal Tuber- 
culosis with the X-Ray (Ueber die Behandlung 
der Kehlkopf-Tuberkulose insbesondere mit Roent- 
genstrahlen). Zitschr. f. Ohrenheilk., 1920, \xxix, 89. 


Of the 103 cases of larygeal tuberculosis treated 
at the Heidelberg Clinic during 1917-1918, 43 were 
treated surgically. In 19 this treatment was com- 
bined with X-ray therapy. Sixteen cases were 
treated with the X-1ay alone. In far-advanced cases 
in which there was great difficulty in swallowing, 
tube feeding was necessary. 

In the 35 cases treated with the X-ray there was 
marked improvement in 12, among these being 4 
cases in which no other local treatment of any kind 
was given. Thirteen cases were not examined sub- 
sequently. Ten cases of severe and extensive 
laryngeal tuberculosis with miliary tubercles in 
the mucosa were unimproved except that there was 
a decrease in the pain after treatment. A few cases 
are reported in greater detail. Among these was one 
in which the condition had resisted surgical treatment 
but showed considerable improvement under X-ray 
treatment. In another case a large infiltration of the 
posterior wall which had ulcerated after the use of 
the galvanocautery disappeared completely after 
twelve X-ray treatments. In several cases it was 
possible to cause the disappearance of large closed 
infiltrations, particularly those of the posterior wall, 
with X-ray treatment alone. 

The X-ray treatment consisted of a single dose of 
the maximum harmless intensity given every third 
day on alternate sides of the neck. Single dose, 
100 X at a focal distance of 25 cm. Filter, c.5 cm. 
zinc foil. Hardness of tube, ro Bauer. Load, 214 
milliamperes. O. Kanter (Z). 
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Friedberg, S. A.: Direct Laryngoscopy. Ann. Otol., 
Rhinol., & Laryngol., 1920, xxix, 410. 

Direct laryngoscopy is less difficult in the case of 
a frightened child than an attempt to use a mirror. 
and when with this method a general anesthetic is 
used the epiglottis is held away from the laryngeal 
aperture so that a more extensive view is obtained. 

Any laryngeal or tracheal condition of obscure or 
uncertain origin or development warrants a direct 
examination. Besides aiding in the diagnosis, the 
direct method facilitates operative procedures such 
as those for the removal of foreign bodies, papil- 
lomata, or intubation tubes which have been forced 
into the trachea in attempts at extraction. 

Special care is necessary in cases of high-grade 
dyspnoea, uncompensated heart lesions, myocarditis. 
and extreme weakness. When the dyspnoea is 
very severe it is safer to do a tracheotomy before 
making the direct examination. 

The picture obtained does not conform to that 
described in the text-books as all such descriptions 
are based on the image as it appears in the mirror. 

The epiglottis in children is small, soft, difficult 
to hold, and easily displaced. Children should be 
examined in the recumbent position. Equal 
proficiency in introducing the speculum with either 
hand is of importance. 

In examining for a foreign body in the larynx of 
an adult the patient should be placed in the recum- 
bent position as there is then less danger of dis- 
placing the foreign body downward. 

To avoid injury to the interior of the larynx and 
consequent oedema the writer inserts the tip of the 
speculum between the base of the tongue and 
epiglottis. The upper lip is held out of the way 
and pressure on the teeth is avoided. The only 
lifting force of value is that directed against the 
displaceable soft parts. 

Suspension laryngoscopy supplements the direct 
method. The latter is the most suitable as an 
ordinary procedure but for a prolonged operation the 
suspension method is to be preferred. 

SPENCER S. Howe. 
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J. H. Harter. Northwest Med., 1920, xix, 199. 

Some observations on diseases of the frontal sinus. 
T. W. Moore. Ann. Otol., Rhinol., and Laryngol., 1920, 
XXiX, 453. 

Throat 


Chronic peritonsillar abscess, cause and treatment. M. -~ 


QuackENBCS. N. York M. J., 

An interview with the tonsil. 
1920, xlviii, 175. 

The relation of the tonsils to the symptomatology and 
other conditions in the body. L. A. Turtey. J. Oklahoma 
State M. Ass., 1920, xiii, 294. 

Tonsil infections. S.'R. SALZMAN. Med. Rec., 1920, 
xcvili, 85. [491] 

The effects of chronic tonsillitis on generalized infection, 
and Klapp’s tonsillectomy. G. BLanx. Therap. d. Ge- 
genw., 1920, lxi, 173. 


1920, cxii, 193. 
M. Lupman. Med. Times, 


The réle of the tonsils in pulmonary tuberculosis. R. 
B. CANFIELD. J. Michigan State M. Soc., 1920, a F 
1 
Tonsillectomy in the adult under local anesthesia by 
the Sluder method. R. McKinney. Laryngoscope, 1920, 
XXX, 429. (491) 
Chronic stenosis of the larynx and the trachea and its 
P. LEDERMANN. Ergebn. d. Chir. u. Orthop., 
1920, xii, 606 
The curability of advanced tuberculosis of the larynx. 
FREUDENTHAL. Arch. f. Laryngol. u. Rhinol., 1920, 
XXxiii, 245. 
The treatment of laryngeal tuberculosis with the roent- 
gen-ray. P.Ramponr. Ztschr. f. Ohrenheilk., 1920, 


The finer pathologic changes in the larynx seen in the 
X-ray plate. Tuosr. Arch. f. Laryngol. u. Rhinol., 1920, 
XXxiii, 217. 

Direct laryngoscopy. S. A. FriepBerc. Ann. Otol., 
Rhinol., & Laryngol., 1920, xxix, 410. (492) 


Mouth 


Pyorrhcea B. Barrymore. Am. Med., 
1920, 0. S. XV, 44 

Dead teeth a antral pathology. J. Novirzxy. Illi- 
nois M. J., 1920, XXXVili, 143. 

Total extirpation of the tongue. Hrnojar. Rev. de med. 
y cirug. prdct., 1920, lxiv, 419. 
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THE CLINICAL CONGRESS IN MONTREAL 


HE tenth annual session of the Clinical 

Congress of the American College of 

Surgeons will be held in Montreal, Quebec, 
October 11 to 15, 1920. The session will open 
with the Presidential meeting on Monday even- 
ing, and following the general plan of previous 
sessions, the morning and afternoon hours of 
each of the following four days will be devoted 
to operative clinics and demonstrations in the 
hospitals and medical schools, with scientific 
meetings each evening. 

A program of clinics and demonstrations that 
will fully represent the clinical activities of 
Montreal is being prepared under the supervision 
of the Committee on Arrangements, headed by 
Dr. George E. Armstrong, Chairman. In this 
program all departments of surgery will be repre- 
sented: gynecology, obstetrics, urology, ortho- 
pedics, surgery of the eye, ear, nose, throat, and 
mouth, roentgenology, experimental surgery, 
surgical pathology, etc. 

The preliminary outline published in the fol- 
lowing pages is purely tentative and will be 
revised and amplified in later issues. The real 
program of the Congress is that bulletined each 
afternoon at headquarters giving in detail the 
cases to be operated upon and demonstrated in 
the several clinics cn the following day. 


The surgeons of Montreal are keenly interested 
that the program for this the first meeting of the 
Clinical Congress to be held in Canada shall com- 
pare favorably with the programs presented by 
the surgeons of the great American cities in which 
meetings have previously been held. 


HEADQUARTERS 


General headquarters for the Congress will be 
at the Windsor Hotel, which is centrally located 
as regards all the hospitals. Practically the entire 
second floor of the hotel has been reserved for the 
use of the Congress. The Ballroom will be utilized 
for the evening sessions and certain clinical 
demonstrations in the afternoons. Other large 
rooms on the same floor will be utilized for the 
registration and ticket bureau, bulletin rooms, 
etc. 

Because of somewhat limited hotel facilities 
in Montreal, visiting surgeons are urged to make 
immediate reservation of their hotel accom- 
modations. In addition to the Windsor, the 
following hotels are recommended by the local 
committee: Ritz Carlton, Place Viger, Queen’s, 
St. Lawrence Hall, Corona, Prince of Wales, 
Wilhemina, Freeman’s. The chairman of the 
local committee on hotels is Dr. Alfred T. Bazin, 
4064 Dorchester Street, Montreal, to whom 
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application should be made where difficulty is 
experienced in securing suitable accommodations. 


SPECIAL FEATURES 

On Tuesday, Wednesday, Thursday, and Friday 
afternoons at 2 o’clock in the ballroom of the 
Windsor Hotel will be presented a series of special 
clinical demonstrations presided over by Mon- 
treal surgeons and participated in by a number 
of the visiting surgeons. Among the subjects to 
be presented at these demonstrations are: Circu- 
lation in the kidney; circulation in the heart; 
circulation in the normal and gravid uterus; 
rhythmic contraction in the gall-bladder and bile 
ducts; war splints and treatment of fractures of 
the femur; differential diagnosis of lesions of the 
right side of the abdomen, including ovary and 
tube, appendicitis, intussusception, tumors of 
the cacum and ascending colon, kidney, gall- 
bladder, and pylorus; chest surgery and _ plastic 
surgery of the face. 

Monday will be devoted to a consideration of the 
problems of hospital standardization with sessions 
both morning and afternoon in the ballroom of the 
Windsor Hotel. A detailed program relating to 
this particular phase of the work of the College 
will be published in a later issue. 

The annual business meeting of the American 
College of Surgeons and the Clinical Congress 
will be held on Thursday afternoon at 4 o’clock 
in the ballroom of the Windsor Hotel. 

The eighth convocation of the American Col- 
lege of Surgeons will be held on Friday evening 
in St. James Methodist Church at which time 
fellowship in the College will be conferred upon a 
large group of American and Canadian surgeons. 


LIMITED ATTENDANCE —ADVANCE REGISTRATION 

So popular have these annual clinical meetings 
become that it has been found necessary in recent 
years to adopt the plan of limiting the attendance, 
requiring registration in advance on the part of 
those who expect to attend. A survey of the 
amphitheaters, lecture rooms, and laboratories in 
the several hospitals and medical schools as to 
their capacity for accommodating visitors has 
been made and the limit of attendance based 
thereon. This plan insures accommodations at 
the clinics for all who register in advance. It is 
quite evident at this date, judging from the total 
number of registrations already received, that 
the limit of attendance will be reached in advance 
of the meeting. When the limit of attendance has 
been reached through advance registration, no 
further registrations will be accepted, which will 


be disappointing to many surgeons who have 
attended previous meetings, though the necessity 
for adopting such a plan will be apparent to all. 


CLINIC TICKETS 

Attendance at all clinics and demonstrations is 
controlled by means of special clinic tickets, the 
number of tickets issued for any clinic or demon- 
stration being limited to the capacity of the room 
in which the clinic or demonstration is to be 
given. As a general rule, one may secure two 
tickets for each day, one for a morning and one 
for an afternoon clinic, but for certain clinics, 
where the accommodations are limited and the 
demand for tickets is heavy, the rule will be that 
a visitor may have but one ticket for such clinic 
during the week. The use of these tickets has 
proven an efficient means of providing for the 
distribution of visitors among the several clinics 
and insures against overcrowding. 

Clinic tickets will be issued at headquarters 
each morning at 8 o’clock for the clinics and 
demonstrations to be given that day, a complete 
schedule of the day’s clinics having been posted 
on the bulletin boards at headquarters on the 
afternoon of the preceding day. After the pro- 
gram has been posted, reservations for clinic 
tickets for the next day’s clinics may be filed, 
the tickets to be issued the next morning. Printed 
programs will be issued each morning containing 
the complete clinical program for the day with 
announcements of the evening session, business 
meetings, etc. 


REGISTRATION FEE 

A registration fee is required of each surgeon 
attending the annual clinical meeting, the receipts 
from registration fees providing the funds with 
which to meet the expenses of preparing for and 
conducting such meetings, so that no financial 
burden is imposed upon the members of the pro- 
fession in the city entertaining the Congress. 

A formal receipt for the registration fee is 
issued to each surgeon registering in advance, 
which receipt is to be exchanged for a general 
admission card at headquarters upon his arrival 
in Montreal. This card, which is non-transfer- 
able, must be presented to secure clinic tickets 
and admission to the evening meetings. Head- 
quarters at the Windsor Hotel will be open for 
registration on Monday, October 11. The 
clinical program for Tuesday will be bulletined at 
headquarters on Monday afternoon, and tickets 
for Tuesday's clinics will be issued as visiting 
surgeons register. 
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PRELIMINARY CLINICAL PROGRAM 


MONTREAL GENERAL HOSPITAL 


Tuesday, October 12 


J. A. HutcHison—g:00. Surgical clinic, cholelithiasis. 

J. M. Evpe R—9:00. Surgical clinic, septic infection of 
the knee joint. 

H. D. Hamitton and R. H. Cratc—g:oo. Ear, nose and 
throat clinic. 

G. H. Matuewson and H. Eye clinic. 

Dr. HarvEy—g:00. Remedial gymnastics. 

F. J. Ters and F. B. Gurp—g:00. Fracture clinic. 

F. A. L. LockHART—2:00. Gynecological operations. 

HI. D. Hamitton and R. H. Cratc—z2:00. Ear, nose and 
throat clinic. 

F. S. Patcu and R. E. PowreLtt—z2:00. Genito-urinary 
clinic. 

G. H. MaTHewson and H. McKree—z2:00. Fye clinic. 

A. M. Forspes and J. A. Nutrer—z2:00. Orthopedic 
clinic. 

Wednesday, October 13 

A. T. Bazin—g:oo. Surgical clinic, operative treatment 
of hernia, demonstration of fascia transplantation. 

IX. M. Eperts—g:oo. Surgical clinic, type lesions of 
gastric ulcer. 

H. D. Hamirton and R. H. Cratc—g:00. Ear, nose and 
throat operations. 

G. H. MatHewson and H. McKre—g:00. Eye clinic. 

Dr. HArvEY—g:00. Remedial gymnastics. 

I’. J. Tees and F. B. Gurp—g:00. Fracture clinic. 

G. H. MATHEWSON—2:00. Operations on the eye. 

H. D. Hamiiton and R. H. Cratc—2:00. Far, nose and 
throat clinic. 


S. Parcn and R. E. PowreLtt—2:00. Genito-urinary 


clinic. 

H. M. Litrre and Dr. ParrickK—2:00. Gynecological 
clinic. 

A. M. Forses and J. A. Nurrer—z2:o0. Orthopedic 
clinic. 


Thursday, October 14 

J. M. EL_per—g:00. Surgical clinic, empyema. 

I. A. HutcHison—g:o0. Surgical clinic. 

H. D. Hamimton and R. H. Cratc—o:00. Ear, nose and 
throat operations. 

G. H. MatHewson and H. McKrre—g9:00. Eye clinic. 

Dr. HARVEY—g:00. Remedial gymnastics. 

lt. J. Tees and F. B. Gurp—g:00. Fracture clinic. 

A. M. Forses and J. A. NutrEr—z2:00. Orthopedic 
operations. 

II. D. Hamitton and R. H. Craic—2:00. Ear, nose and 
throat clinic. 

I. S. Parcn and R. E. Genito-urinary 
clinic. 

G. H. MAtHewson and H. McKrr—2:00. Eye clinic. 

Ht. M. Litrre and Dr. PatrickK—2:00. Gynecological 
clinic. 

Friday, October 15 

M. EBerts—g:oo. Surgical clinic, operative treatment 
of appendicitis with special regard to the prevention 
of wound infection. 

A. T. Bi AZIN—Q :00. Surgical clinic, abscess of the lung, 
traumatic paraplegia. 

H. D. Hamitton and R. H. Craic—g:oo. Ear, nose and 
throat operations. 

G. H. MatHewson and H. McKrr—o:00. Eye clinic. 

Dr. HarveEy—g:oo. Remedial gymnastics. 


F. J. Tees and F. B. Gurp—Fracture clinic. 

F. S. Patcn and R. E. PoweLtt—z2:00. Genito-urinary 
operations, prostatectomy, pyelitis, kidney function 
in urological operations. 

H. D. Hamiiton and R. H. Craic—z2:00. Ear, nose and 
throat clinic. 

G. H. Matuewson and H. MCKEe—z2:00. Eye clinic. 

H. M. Littteand Dr. Patrick—2:00. Gynecological clinic. 

A.M. Forses and J. A. NutTER—2:00. Orthopedic clinic. 


ROYAL VICTORIA HOSPITAL 
Tuesday, October 12 

Surgical clinic—9:oo. Operations. 

Gynecological clinic—g:oo. Operations. 

Urological clinic—g:00. Cystoscopy, diagnostic methods. 

Eye clinic—g:00. West operation demonstrated by Dr. 
J. A. MacMillan; anatomical demonstration by 
Professor Whitnall. 

Surgical clinic—2:00. Operations and demonstration of 
cases. 

Orthopedic clinic—2:00. Operations and demonstration 
of cases. 

Kar, nose and throat clinic—3:30. Tonsil and adenoid 
operations, special cases. 


Wednesday, October 13 

Surgical clinic—g:0o. Operations. 

Urological clinic—9:oo. Operations. 

Eye clinic—g:00. Clinical and pathological demonstration 
of ocular tuberculosis by Dr. F. T. Tooke; demonstra- 
tion of a new method of localizing foreign bodies in 
the eye and also of a new retinometer by Dr. Pirie. 

Surgical clinic—2:00. Operations and demonstration of 
cases. 

Gynecological clinic—z:00. Operations and demonstration 
of cases. 

Orthopedic clinic—z2:00. Demonstration of cases. 

Ear, nose and throat clinic—3:00. Operations on septum 
and accessory sinuses. 


Thursday, October 14 

Surgical clinic—g:oo. Operations. 

Gynecological clinic—g:00. Operations. 

Urological clinic—g:00. Cy stoscopy, diagnostic methods. 

Eye clinic—g:00. West operation demonstrated by 
Dr. J. A. MacMillan; anatomical demonstration by 
Professor Whitnall. 

Surgical clinic—2:00. Operations and demonstration of 
cases. 

Orthopedic clinic-——-2:00, Operations and demonstration 
of cases. 

Ear, nose and throat clinic—3:00. Mastoid operations. 


Friday, October 15 

Surgical clinic—g:oo. Operations. 

Urological clinic—g:00. Operations. 

Eye clinic—g:00. Corneo-scleral trephining by Drs. Stir- 
ling and Byers. 

Surgical clinic—z2:00. Operations and demonstration of 
cases. 

Gynecological clinic—2:00. Operations and demonstration 
of cases. 

Orthopedic clinic—2:00. Demonstration of cases. 
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WESTERN GENERAL HOSPITAL 

I. R. ENGLAND—Modern treatment of fractures. 

J. A. SprincLte—General surgery. 

GeorGE Fisk—Treatment of fractures by mobilization 
and massage. 

C. C. Gurp, Lorne Gitpay and J. J. IRven—Gynecological 
clinics, operations, and demonstration of cases. 

I’, GitpAy—Orthopedics. 

I. J. Hacketr—Treatment of wounds. 

R. Scorr—Treatment of burns. 

R. H. Cratc—Foreign bodies in the bronchus. 

R. A. Kerry and A. BRAMLEY-Moore—Ophthalmological 
clinics. 

Carvin Ross—X-ray demonstrations. 

GrorGE D. Ropins—Neurological cases. 

A. H. McCorpick—Surgical pathology. 


HOTEL DIEU 

A. MaARIEN, FE. Str. Jacques, D. Hincston and Z. 
RufumMeE—General surgery. 

Demonstration of the value of the Ambard test in the 
evaluation of kidney function, followed by operations on 
the kidney. 

Treatment of cervical adenitis by the Calot method. 

Value of X-ray examination in the diagnosis of gall- 
stones, with operation on the gall-bladder. 

Value of X-ray examination in the diagnosis of 1enal 
stone, with operation on the kidney. 

Sponging and curetting of the pleura as shortening the 
convalescence of empyema. 


Particulars in gynecological technique. 
Blood transfusion by arteriovenous anastomosis. 


NOTRE DAME HOSPITAL 

O. F. Mercier, B. S. Bourceots and Dr. 
General surgery; operative clinics and demonstrations; 
treatment of fractures; surgery of the kidneys; pros- 
tatectomy; hypertrophy of the prostate; treatment 
of burns by tincture of iodine. 

L. pe L. HAarwoop—Gynecological clinic; preparation of 
patients for major operations; medical treatment of 
inflammatory conditions of the pelvis. 

A. A. FoucHer—FEye clinic; operations and demonstration 
of cases; optic neuritis (choke disk) in relation to 
brain disease. 

EUGENE PANNETON—Roentgen therapy in some diseases 
of women; in particular, fibroids of the uterus and 
metrorrhagia. 

HOSPITAL STE. JUSTINE FOR CHILDREN 

Dr. FERRON—General surgery; operations and demonstra- 
tion of cases. Congenital deformities of the genital 
organs. 

MONTREAL MATERNITY HOSPITAL 

W. W. Carpman and H. M. Lirtte—Gynecology and 
obstetrics. 

CHILDREN’S MEMORIAL HOSPITAL 

A. M. Forses—General surgery and orthopedics in 
children. 


AR 
4 
| 
| 
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ORGANIZATION OF STATE AND PROVINCIAL CLINICAL SECTIONS 


URING the month of June, the Secretary- 
General of the Clinical Congress of the 
American College of Surgeons has aided 

in the organization of clinical sections in Wis- 
consin, Michigan, New York, Rhode Island, 
Connecticut, Massachusetts, Maine, New Hamp- 
shire, and Vermont. 

The Executive Committees and State Repre- 
sentatives in these states are as follows: 


WISCONSIN 
EXECUTIVE COMMITTEE 
Chairman, G. E. Seaman, Milwaukee 
Secretary, Philip F. Rogers, Milwaukee 
Counselors, F. Gregory Connell, Oshkosh 
Karl Doege, Marshfield 
John M. Dodd, Ashland 
REPRESENTATIVES, Term expiring 1920 
Senatorial, Dennis J. Hayes, Milwaukee 
2nd District, Arthur E. Genter, Sheboygan 


4th G. EF. Seaman, Milwaukee 

6th . F. Gregory Connell, Oshkosh 

8th “Carl Neuport, Jr., Stevens Point 
1oth “ Hans C. U. Midelfart, Eau Claire 
At Large, Nelson Miles Black, Milwaukee 


Term expiring 1921 
Senatoria!, H. B. Hitz, Milwaukee 
Ist District, Thomas Walter Nuzum, Janesville 
3rd Reginald H. Jackson, Madison 


sth T. Kristjanson, Wauwatosa 
7th Edward Evans, LaCrosse 

oth Victor F. Marshall, Appleton 
11th Thomas Hall Shastid, Superior 


MICHIGAN 


EXECUTIVE COMMITTEE 
Chairman, Reuben Peterson, Ann Arbor 
Secretary, Harry N. Torrey, Detroit 
Counselors, Richard R. Smith, Grand Rapids 
Amos S. Wheelock, Goodrich 
Ralph E. Balch, Kalamazoo 
REPRESENTATIVES, Term expiring 1920 
Senatorial, Frank B. Walker, Detroit 
2nd District, Reuben Peterson, Ann Arbor 
4th = Arthur L. Robinson, Allegan 


6th " Amos S. Wheelock, Goodrich 

8th “i Mortimer E. Danforth, Detroit 
1oth ” William T. Dodge, Big Rapids 
12th = Albert I. Lawbaugh, Laurium 

At Large, Richard R. Smith, Grand Rapids 


Term expiring 1921 
Senatorial, Walter R. Parker, Detroit 
Ist District, James D. Matthews, Detroit 
3rd James Thomas Case, Battle Creek 


5th «Alexander M. Campbe!!, Grand Rapids 
7th James A. Attridge, Port Huron 

oth “George L. LeFevre, Muskegon 

11th “Arthur S. Kitchen, Escanaba 
13th “Ernest Keyes Cullen, Detroit 


NEW YORK 
EXECUTIVE COMMITTEE 
Chairman, Martin B. Tinker, Ithaca 
Secretary, Frederick T. Van Beuren, Jr., New York 


Counselors, Russell S. Fowler, Brooklyn 
Marshall Clinton, Buffalo 
Edwin MacD. Stanton, Schenectady 
REPRESENTATIVES, Term expiring 1920 
Senatorial, Frederick T. Van Beuren, Jr., New York 
2nd District, George Kissam Meynen, Jamaica 
4th Edwin H. Fiske, Brooklyn 


6th a J. S. Waterman, Brooklyn 

8th - Raymond P. Sullivan, New York 
roth . Robert L. Dickinson, New York 
12th si James Pedersen, New York 

14th say William A. Downes, New York 
16th “i William Darrach, New York 
1&th es Eugene H. Pool, New York 

20th - John B. Walker, New York 


22nd James B. Clemens, New York 
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24th - Charles H. Peck, New York 

26th " Robert W. Andrews, Poughkeepsie 
28th ~ Albert Vander Veer, Albany 

30th Edwin MacD. Stanton, Schenectady 
Gilbert D. Gregor, Watertown 


34th - Charles S. Wilson, Johnson City 
36th “ Homer J. Knickerbocker, Geneva 
38th . William M. Brown, Rochester 
4oth a Marshall Clinton, Buffalo 
42nd Edgar R. McGuire, Buffalo 
At Large, George W. Kosmak, New York 
Term expiring 1921 

Senatorial, Samuel Lloyd, New York 

1st District, Leonard S. Rau, Lawrence 

3rd Richard W. Westbrook, Brooklyn 


5th “William F. Campbell, Brooklyn 
7th " John E. Jennings, Brooklyn 
oth s Russell S. Fowler, Brooklyn 
11th KG Hermann J. Boldt, New York 
13th ~ Charles N. Dowd, New York 
15th - Henry W. Frauenthal, New York 
17th - Henry M. Silver, New York 
19th . George E. Brewer, New York 
21st es Willy Meyer, New York 
23rd “s George David Stewart, New York 
25th ‘ George S. Mooney, Yonkers 
27th - George F. Chandler, Kingston 
29th ig John Bruce Harvie, Troy 
gist wi Lyman G. Barton, Plattsburg 
33rd - James H. Glass, Utica 
35th ” Dwight H. Murray, Syracuse 
37th - Martin B. Tinker, Ithaca 
39th " William R. Thomson, Warsaw 
4ist = Thomas H. McKee, Buffalo 
43rd oi Jacob E. K. Morris, Olean 


RHODE ISLAND 
EXECUTIVE COMMITTEE 
Chairman, Roland Hammond, Providence 
Secretary, George W. Gardner, Providence 
Counselor, Edgar B. Smith, Providence 
REPRESENTATIVES, Term expiring 1920 
Senatorial, William Bryant Cutts, Providence 
2nd District, John J. Baxter, Woonsocket 
At Large, Herbert Terry, Providence 
Term expiring 1921 
Senatorial, John William Keefe, Providence 
1st District, Arthur T. Jones, Providence 
3rd “William H. Magill, Providence 
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CONNECTICUT 


EXECUTIVE COMMITTEE 
(To be appointed later) 

REPRESENTATIVES, Term expiring 1920 
Senatorial, John W. Churchman, New Haven 
and District, Seldom B. Overlock, Pomfret 
4th Z David Chester Brown, Danbury 
At Large, Herbert E. Smyth, Bridgeport 

Term expiring 1921 
Senatorial, John E. Loveland, Middletown 
1st District, Wilbert E. McClellan, Hartford 
3rd i Edward W. Smith, Meriden 
5th “ Augustin A. Crane, Waterbury 


MASSACHUSETTS 


EXECUTIVE COMMITTEE 
Chairman, Frederic J. Cotton, Boston 
Secretary, Charles F. Painter, Boston 
Counselors, Ralph H. Seelye, Springfield 
Ernest L. Hunt, Worcester 
Samuel W. Goddard, Brockton 


REPRESENTATIVES, Term expiring 1920 
Senatorial, Charles L. Scudder, Boston 
2nd District, Robert F. Hovey, Springfield 
4th Walter C. Seelye, Worcester 


6th “: George E. May, Newton Center 
8th si J. Emmons Briggs, Boston 
roth 2 Lincoln Davis, Boston 
12th - Charles F. Painter, Boston 
14th * Charles Allen Porter, Boston 
16th - Samuel W. Goddard, Brockton 


Term expiring 1921 
Senatorial, Harris Peyton Mosher, Boston 
Ist District, Martin M. Brown, North Adams 
3rd Homer Gage, Worcester 


5th G. Forrest Martin, Lowell 
7th “Henry O. Marcy, Jr., Newton 
oth “Frederic J. Cotton, Boston 
11th “Fred B. Lund, Boston 
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13th 
15th 


John B. Blake, Boston 
Augustus W. Buck, Fall River 


MAINE 


EXECUTIVE COMMITTEE 
Chairman, Owen Smith, Portland 
Secretary, William L. Cousins, Portland 
Counselor, Eugene B. Sanger, Bangor 
REPRESENTATIVES, Term expiring 1920 
Senatorial, John F. Thompson, Portland 
2nd District, John Sturgis, Auburn 
4th Eugene B. Sanger, Bangor 
Term expiring 1921 
Senatorial, Daniel A. Robinson, Bangor 
tst District, Alfred Mitchell, Jr., Portland 
3rd “Ralph W. Wakefield, Bar Harbor 


NEW HAMPSHIRE 

EXECUTIVE COMMITTEE 

Chairman, John M. Gile, Hanover 

Secretary, Frank E. Kittredge, Nashua 

Counselor, Michael E. Kean, Manchester 
REPRESENTATIVES, Term expiring 1920 

Senatorial, Michael E. Kean, Manchester 

2nd District, John M. Gile, Hanover 
Term expiring 1921 

Senatorial, Augustus W. Shea, Nashua 

Ist District, Robert J. Graves, Concord 


VERMONT 


EXECUTIVE COMMITTEE 
Chairman, John B. Wheeler, Burlington 
Secretary, William W. Townsend, Burlington 
Counselor, John M. Allen, St. Johnsbury 
REPRESENTATIVES, Term expiring 1920 
Senatorial, John M. Allen, St. Johnsbury 
2nd District, William F. Hazelton, Bellows Falls 
Term expiring 1921 
Senatorial, William W. Townsend, Burlington 
1st District, John B. Wheeler, Burlington 


STATE CLINICAL SECTIONS ALREADY ORGANIZED 


The following states have now organized 
clinical sections: 


North Carolina Utah Wiscensin 
Louisiana Colorado Michigan 

Texas Missouri New York 
Arizona Tennessee Rhode Island 
California Kentucky Connecticut 
Oregon Ohio Massachusetts 
Washington Indiana Maine 

Idaho Pennsylvania New Hampshire 
Montana Illinois Vermont 


It is important that the Executive Committees 
of the states which have been organized shall 
meet at an early date for the purpose of selecting 
a date and formulating tentative plans for their 
first sectional meeting. We are endeavoring to 
arrange these meetings in various parts of the 
country in such a way as to enable the representa- 
tives from the central office who will attend them 
to visit more than one state in a district on one 


trip. Therefore, we are asking the Executive 
Committees to notify the central office as soon as 
a tentative date for the first sectional meeting 
has been decided upon in order that the plans of 
other states may be formulated accordingly. 


ANNUAL SESSION OF THE CLINICAL CONGRESS 


The tenth annual session of the Clinica] Con- 
gress of the American College of Surgeons will be 
held at the Windsor Hotel, Montreal, during the 
week of October eleventh of this year. It is 
proposed to hold a meeting of all Executive Com- 
mittees and Congressional Representatives of 
the various states and provinces at some time 
during that week. A formal notice of the time and 
place of this meeting will be sent in advance to 
to all state representatives. With this plan in 
view, it is hoped that before September first we 
will be able to organize formally the remaining 
states and provinces. 


| 
6 
2 
| 
“4 
i 
4 
a 
| 
| 
We 
i 
i 
7 


CLINICAL CONGRESS OF AMERICAN 
COLLEGE OF SURGEONS 


Tenth Annual Session, Montreal, October 11-15, 1920 


GEORGE E. ARMSTRONG, President 


ALBERT J. OcHSNER, Treasurer 


FRANKLIN H. Martin, Secretary-General 


MONTREAL COMMITTEE ON ARRANGEMENTS 


GrorcE E. ArMsTRONG, Chairman 
Joun R. FRASER, Secretary 


ALFRED T. BAZIN 
Gorpon M. Byers 
W. W. CHIPMAN 
EpMonpD M. EBERTS 
Joun M. 


FRANK R. ENGLAND 
ALEXANDER M. ForRBES 
ALEXANDER E. GARROW 
J. Atex Hutcuison 


HERBERT M. LITTLE 
Davip W. MACKENZIE 
Oscar F. MERCIER 
EuGENE St. JACQUES 
FREDERICK J. TEES 


THE HOSPITALS OF MONTREAL 
By MAUDE E. ABBOTT, M.D., Montrea 


HE early hospitals of Montreal played an 

important part in the building of Canada 

and in the origin of Canadian medicine, and 
the record of their pioneer struggles and achieve- 
ments forms one of the most interesting and even 
thrilling chapters in the dramatic history of that 
country. 

The story of the Hotel Dieu de Ville-Marie, 
and of Jeanne Mance, its foundress, is one with 
the heroic history of the foundation of Montreal 
in 1642 by M. Chomedy de Maisonneuve, which 
was the outcome quite as much of religious devo- 
tion and missionary fervor, as of the spirit of 
commercial enterprise and adventure. The ro- 
mance of French Canada clings also to the battle- 
ments and breathes in the records of the so-called 
Grey Nunnery, which is today a great foundling 
institution, but was erected as the first “General 
Hospital” of Montreal, by the Fréres Charron 
in 1692. The present Montreal General Hospital, 
on the other hand, founded in 1821, sixty years 
after the English conquest of Canada from the 
French, through the philanthropy of the English- 
speaking or Protestant part of the community, 
holds the high honor of having been at once the 
birth-place and the cradle, not only of Canadian 
medical education, but also of all higher univer- 


sity education in Canada. For, within its walls, 
through the youthful vigor, initiative, and or- 
ganizing ability of its first medical staff, Drs. 
Caldwell, Holmes, Robertson, and Stephenson, 
who were all graduates of Scottish universities, 
and imbued with the tradition and standard of 
their schools, arose the Montreal Medical Insti- 
tution, which became the Medical Faculty of 
McGill University, and which not only fulfilled 
the conditions and saved the bequest of James 
McGill to the cause of education, but, through 
nearly thirty strenuous years, developed the 
organization and carried on practically the entire 
work of this, the pioneer university of Canada. 

The Montreal General Hospital has had the 
further distinction of having had on its pathologi- 
cal and clinical staff during the first ten years of 
his professional life, the late Sir William Osler, 
who graduated from McGill University in 1872, 
and who laid the foundation of his future career 
as a clinician and diagnostician by his studies 
during his term as pathologist to the hospital 
from 1877 to 1885. The large and valuable 
pathological collections which he made at this 
time were placed by him in the museum of 
McGill University and are to be seen there, 
practically intact, today. His original autopsy 
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books, entirely written in his own hand, are also 
preserved there. 

The ancient building of the original Hotel Dieu 
has been replaced by a large building of stone 
construction, with a capacity for 225 beds, erected 
on another site in the year 1861, and that of the 
Montreal General Hospital has been greatly en- 
larged by repeated new additions, and both have 
been reconstructed and completely transformed 
to meet the requirements of modern scientific 
medicine. 

To these have been added, in more recent 
years, the spacious halls and splendidly equip- 
ped buildings of the Royal Victoria Hospital 
erected through private benefaction in the year 
1893, with a present capacity (including that of 
its Ross Memorial Annex for private patients, 
opened in 1916) of 450 beds; the Notre Dame 
General Hospital, with 156 beds, erected in 1880, 
situated not far from the site of the old Hotel 
Dieu and serving the lower (southern) part of 
the city; the Western General Hospital, capacity 
of too beds, founded in 1874, which has made 
rapid advances in recent years and has just 
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erected a new nurses’ home at a cost of $200, 
000, which will be open for inspection at the time 
of the meeting of the Congress in October; the 
Catholic Maternity Hospital, with 175 beds, 
opened in 1845, and the Montreal Maternity 
Hospital, with 80 beds, also of old foundation 
but not incorporated until 1874, both doing a 
very active city service; the Montreal Foundling 
and Baby Hospital, with 80 beds, founded in 1891; 
the Children’s Memorial Hospital founded in 
1902, with 1oo beds; the beautifully organized 
and well equipped Hospital Saint Justine pour les 
Enfants, with 90 beds, founded in 1907; the Alex- 
andra Hospital for Infectious Diseases, founded 
in 1906, with a capacity of 160 beds; and the 
Ho6pital St. Paul. Together, these buildings forma 
splendid record of the march of progress, and an 
apt illustration of the truth that fidelity in the 
day of small things yields certain harvest, and that 
the foundations laid in the past by disinterested 
enthusiasm, integrity, sagacity, and exact knowl- 
edge, become the basis of a mighty superstructure 
beyond the ken, although perhaps not beyond the 
vision, of the builders of other years. 


GENERAL PLANS FOR THE MONTREAL MEETING 


N the following pages is presented a prelimi- 
nary program for the several evening meet- 
ings at Montreal as arranged by the Executive 

Committee of the Clinical Congress. The tenth 
annual session formally opens with the Pres- 
idential Meeting on Monday evening in St. James 
Methodist Church, situated on St. Catherine 
Street a few blocks from headquarters at the Hotel 
Windsor. The meetings on Tuesday, Wednesday, 
and Thursday evenings will be held in the ball- 
room of the hotel. On Friday evening occurs the 
eighth convocation of the American College of 
Surgeons to be held in St. James Methodist 
Church, at which time fellowship in the College 
will be conferred upon a large group of American 
and Canadian surgeons, and honorary fellowship 
upon a number of distinguished English surgeons 
who will be in attendance as specially invited 
guests of the Congress. 

Following the general plan of previous sessions 
of the Congress, the morning and afternoon hours 
of Tuesday Wednesday, Thursday, and Friday 
will be devoted to operative clinics and demon- 
strations in the hospitals and medical schools. 
Under the supervision of the Montreal Committee 
on Arrangements, with Dr. George E. Armstrong 
as Chairman, a program of clinics and demonstra- 


tions that will fully represent the clinical activi- 
ties of that city is being prepared. All depart- 
ments of surgery will be represented, including 
gynecology, obstetrics, urology, orthopedics, sur- 
gery of the eye, ear, nose, throat, and mouth, 
roentgenology, experimental surgery, surgical 
pathology, etc. In the following pages is published 
a preliminary outline of such clinics and demon- 
strations, which schedule is tentative and is to be 
revised and amplified. The real program of the 
Congress is that bulletin :d each afternoon at head- 
quarters which gives in detail the cases to be oper- 
ated upon and demonstrated in the several clinics 
on the following day. 


LIMITED ATTENDANCE—HOTEL ACCOMMODATIONS 


Because of limited hotel facilities in Mon- 
treal, it has been found necessary to place the 
matter of reserving hotel accommodations for the 
visiting surgeons in the hands of a committee, 
and applications for accommodations should be 
made to Dr. Alfred T. Bazin, Chairman of the 
Committee on Hotels, 836 University Street, 
Montreal. This committee will undertake to 
provide accommodations only for those who have 
registered in advance at the office of the Clinical 
Congress in Chicago. In addition to the Windsor, 


; 
ad 
ay 
| 
4 
| 
| 
| 
‘3 
a | 
| 
| 
| 
12%) 
| 
= 


CLINICAL CONGRESS OF AMERICAN COLLEGE OF SURGEONS 3 


the following hotels are recommended by the local 
committee: Ritz Carlton, Place Viger, Queen’s, 
St. Lawrence Hall, Corona, Prince of Wales, 
Wilhemina, Freeman’s. 

Attendance at all scientific sessions and clinical 
demonstrations will necessarily be restricted to 
those surgeons who have registered for the Con- 
gress, and because of limited hotel and hospital 
facilities it will be necessary to enforce strictly 
the rule of limiting the attendance, requiring 
registration in advance on the part of those who 
expect to attend. A survey of the amphitheaters, 
lecture rooms and laboratories in the several hos- 
pitals and medical schools as to their capacity 
for accommodating visitors has been made, and 
the limit of attendance based thereon. When the 
limit of attendance has been reached through ad- 
vance registration, no further applications will 
be accepted, which will be disappointing to many 
surgeons who have attended previous meetings, 
although the necessity for enforcing this rule will 
be apparent to all. This plan insures accommoda- 
tions for all who register in advance, and in view 
of, the limited hotel and c‘inical facilities only 
those who have registered may expect to be 
accommodated. 


RAILWAY FARES AND TRAFFIC ARRANGEMENTS 


On account of the meeting ‘n Montreal, the Can- 
adian railways have granted reduced fares under 
certain conditions, and an application for special 
rates of fare is now pending before the traffic 
associations representing the railways of the 
United States. If a reduction is granted by them, 
notice wil be sent to all who have registered. 

In Canada the regulations of the railways pro- 
vide that persons attending must purchase one- 
way ordinary first-class adut fare tickets (the 
fare for which must bz not less than 75 cents) to 
Montreal and secure certificates to that effect on 
standard convention certificate forms, which 
must be deposited with the Genera! Manager of 
the Clinical Congress, Mr. A. D. Ballou, at head- 
quarters at the Hotel Windsor immediately upon 
arrival, for his endorsement and for validation by 
the special agent of the railway compan’es. The 
reduction in fare applies on the return trip, which 
must be made by the same route as traveled to 
Montreal, and the amount is dependent upon the 
number in attendance. A fee of 25 cents must be 
paid at the time of depositing the certificate. 

_In accordance with the above arrangement, 
tickets to Montreal will be sold in the territory 
covered by the eastern Canadian lines from Octo- 
ber 7 to 13, the return tickets being good up to 
and including October 19. In the territory cov- 


ered by the western lines, in Manitobi, Saskatche- 
wan and Alberta, tickets to Montreal will be sold 
from October 6 to 9 inclusive, and in British Col- 
umbia from October 4 to 7 inclusive. Tickets for 
the return trip will be honored up to and including 
October ro. 

The railways in the United States have been 
notified of the plans for the Montreal meeting, so 
that arrangements will be made for handling the 
extra traffic between the several gateways in the 
United States and Montreal. The New York 
Central Lines are prepared to care for the traffic 
via Chicago and Detroit, Buffalo and Toronto, 
or Buffalo and Utica, while the Grand Trunk 
maintains through service from Chicago and 
Detroit to Montreal. 


SPECIAL FEATURES 

On Tuesday, Wednesday, Thursday, and Fri- 
day afternoons at 2 o’clock in the ballroom of the 
Windsor Hotel will be presented a series of special 
clinical demonstrations presided over by Mon- 
treal surgeons and participated in by a number 
of the visiting surgeons. Among the subjects to 
be presented at these demonstrations are: Circu- 
lation in the kidney; circulation in the heart; 
circulation in the normal and gravid uterus; 
rhythmic contraction in the gall-bladder and bile 
ducts; war splints and treatment of fractures of 
the femur; differential diagnosis of lesions of the 
right side of the abdomen, including ovary and 
tube, appendicitis, intussusception, tumors of 
the cecum and ascending colon, kidney, gall- 
bladder, and pylorus; chest surgery and plastic 
surgery of the face. 

The annual business meeting of the American 
College of Surgeons and the Clinical Congress 
will be held on Thursday afternoon at 4 o’clock 
in the ballroom of the Windsor Hotel. 


CLINIC TICKETS 


Attendance at all clinics and demonstrations is 
controlled by means of special clinic tickets, the 
number of tickets issued for any clinic or demon- 
stration being limited to the capacity of the room 
in which the clinic or demonstration is to be 
given. As a general rule, one may secure two 
tickets for each day, one for a morning and one 
for an afternoon clinic, but for certain clinics, 
where the accommodations are limited and the 
demand for tickets is heavy, the rule will be that 
a visitor may have but one ticket for such clinic 
during the week. The use of these tickets has 
proven an efficient means of providing for the 
distribution of visitors among the several clinics 
and insures against overcrowding. 
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Clinic tickets will be issued at headquarters 
each morning at 8 o’clock for the clinics and 
demonstrations to be given that day, a complete 
schedule of the day’s clinics having been posted 
on the bulletin boards at headquarters on the 
afternoon of the preceding day. After the pro- 
gram has been posted, reservations for clinic 
tickets for the next day’s clinics may be filed the 
tickets to beissued the next morning. Printed pro- 
grams will be issued each morning containing the 
complete clinical program for the day with an- 
nouncements of the evening session, business meet- 
ings, etc. 

REGISTRATION FEE 

A registration fee is required of each surgeon 
attending the annual clinical meeting, the receipts 
from registration fees providing the funds with 


which to meet the expenses of preparing for and 
conducting such meetings, so that no financial 
burden is imposed upon the members of the pro- 
fession in the city entertaining the Congress. 

A formal receipt for the registration fee is 
issued to each surgeon registering in advance, 
which receipt is to be exchanged for a general 
admission card at headquarters upon his arrival 
in Montreal. This card, which is non-transfer- 
able, must be presented to secure clinic tickets 
and admission to the evening meetings. Head- 
quarters at the Windsor Hotel will be open 
for registration on Monday, October 11. The 
clinical program for Tuesday will be bulletined at 
headquarters on Monday afternoon, and tickets 
for Tuesday’s clinics will be issued as visiting 
surgeons register. 


PRELIMINARY CLINICAL PROGRAM 


ROYAL VICTORIA HOSPITAL 


Tuesday, October 12 


A. E. GARRow—g:00. Surgical operations. 

W. W. CuipMAN—9g:00. Gynecological operations. 

C. B. KrENAN—9:00. Cases of cranioplasty, spinal cord 
injuries in soldiers, chylous effusion in pleura. 

W. ArcHIBALD—g:00. Demonstration of X-ray plates 
of thoracoplasty for pulmonary tuberculosis; speci- 
men of tuberculous bowel. 

J. A. MACMILLAN—9:00. West operation, with anatomi- 
cal demonstration by Professor Whitnall. 

W. H. P. Hitt—z2:00. Surgical operations. 

W. G. TurNER—2:00. Orthopedic operations. 

Kar, nose, and throat clinic—3:30. Tonsil and adenoid 
operations, special cases. 


Wednesday, October 13 


G. E. ARMSTRONG—9:00. Surgical operations. 

D. W. MacKEnzIE—9:00. Urological operations. 

F. A. C. ScRIMGER—9:00. Demonstration: six cases of 
penetrating defects in long bones, infected, filled with 
pedicled muscle flaps; five cases of massive collapse of 
lung; series of amputations and results; obstruction of 
duodenum. 

F. T. Tooke and Dr. Prrre—g:00. Clinical and patho- 
logical demonstration of ocular tuberculosis; demon- 
stration of a new method of localizing foreign bodies 
in the eye and also of a new retinometer. 

H. C. BurGEss—z2:00. Gynecological operations. 

W. G. TuRNER—2:00. Demonstration of orthopedic 
cases. 

Ear, nose, and throat clinic—3:00. Operations on septum 
and accessory sinuses. 


Thursday, October 14 


E. W. ARCHIBALD—9:00. Surgical operations. 

W. W. Cu1pMAn—o:00. Gynecological operations. 

C. B. KEENAN—9g:00. Demonstration of late results of 
foreign bodies in the lungs. 


W. G. TuRNER—9:00. Demonstration: Cases of Brodie’s 
abscess; old shoulder injuries (military and civil). 

J. A. MAcMILLAN—g:00. West operation, with ana- 
tomical demonstration by Professor Whitnall. 

F. A. C. ScRIMGER—2:00. Surgical operations. 

W. G. Turner and W. J. Patrerson—2:00. Orthopedic 
operations. 

Ear, nose, and throat clinic—3:00. Mastoid operations. 


Friday, October 15 

C. B. KEENAN—@:00. Surgical operations. 

D. W. MacKENzIE—9:00. Urological operations. 

W. G. TuRNER—9g:00. Demonstration of recent cases ol 
spinal bone graft, results; bone graft and ununited 
fractures 

J. W. Srrrtinc and W. G. M. ByERs—g:00. Corneo- 
scleral trephining. 

F. E. McKenty—z2:00. Surgical operations. 

J. R. FrRAsER—2:00. Gynecological operations. 


MONTREAL MATERNITY HOSPITAL 


Mornings 


W. W. Curpman—Gynecological and obstetrical opera- 
tions. 

H. M. Lirrte—Normal labor cases. 

W. A. G. BAutp—Demonstration of ordinary obstettic 1! 
routine. 

H. C. Burcess—Demonstration of the application of 
forceps. 

J. W. Duncan—Demonstration of induction of labor. 

J. R. Fraser—Intrapartum gynecology. 


Aflernoons 


H. M. Lirrte—Technique of obstetrical operations for 
hospital and general practice. wee 

J. W. Duncan—Routine treatment of vomiting of preg- 
nancy. 

H. C. Burcess—Routine treatment of eclampsiz. 

J. R. Fraser—Prenatal clinic 
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MONTREAL GENERAL HOSPITAL 


Tuesday, October 12 


J. A. Hutcuison—g:00. Surgical clinic, cholelithiasis. 

J. M. EL_pEr—g:00. Surgical clinic, septic infection of 
the knee joint. 

H. D. Hammton and R. H. Craic—g:oo. Ear, nose and 
throat clinic. 

G. H. MATHEWSON and H. McKEE—9g:00. Eye clinic. 

Dr. HARvEY—9g:co. Remedial gymnastics. 

f. J. Tees and F. B. Gurp—g:oo0. Fracture clinic. 

F. A. L. LockHART—2:00. Gynecological operations. 

H D. and R. H. Craic—2:00. Ear, nose and 
throat clinic. 

F. S. Parcn and R. E. Powett—z2:00. Genito-urinary 
clinic. 

G. H. MATHEWSON and H. McKEE—2:00. Eye clinic. 

A. M. Forses and J. A. Nutrer—z2:00. Orthopedic 
clinic. 

Wednesday, October 13 

A. T. Baztin—g:00. Surgical clinic, operative treatment 
of hernia, demonstration of fascia transplantation. 

E. M. Eperts—g:oo. Surgical clinic, type lesions of 
gastric ulcer. 

H. D. Hamiiton and R. H. Cratc—g:oo. Ear, nose, and 
throat operations. 

G. H. Matuewsown and H. McKrE—9:00. Eye clinic. 

Dr. HARVEY—9:00. Remedial gymnastics. 

F. J. Tees and F. B. Gurp—9:00. Fracture clinic. 

G. H. MATHEWSON—2:00. Operations on the eye. 

H. D. Hamirton and R. H. Craic—z2:00. Ear, nose, and 
throat clinic. 

F. and R. E. PowELt—z2:00. Genito-urinary 
clinic. 


H. M. Littte and Dr. Patrick—2:00. Gynecological 
clinic. 

A. M. Forspes and J. A. Nutrer—z2:00. Orthopedic 
clinic. 


Thursday, October 14 

J. M. EtpeEr—g:00. Surgical clinic, empyema. 

J. A. Hurcatson—g:00. Surgical clinic. 

H. D. Hamiiton and R. H. Cratic—g:00. Far, nose, and 
throat operations. 

G. H. Matnewson and H. McKreE—9:00. Eye clinic. 

Dr. HARvEY—g:00. Remedial gymnastics. 

I’. J. Tees and F. B. Gurp—g:00. Fracture clinic. 

A. M. Fores and J. A. NUTTER—2 700. Orthopedic 
operations. 

H. D. Hamitton and R. H. Cratc—z2:00. Ear, nose, and 
throat clinic. 

F. and R. E. PowELt—2:00. Genito-urinary 
clinic, 

G. H. MatHewson and H. McKee—2:00. Eye clinic. 

H. Littte and Dr. PATRICK—2:00. Gynecologica! 
clinic. 

Friday, Octoler 15 

I. M. Eserts—g:oo0. Surgical clinic, operative treatment 
of appendicitis with special regard to the prevention 
of wound infection. 

A. T. Baztn—g:00. Surgical clinic, abscess of the lung, 
traumatic paraplegia. 

Il. D. Hamitton and R. H. Craic—g:o0. Ear, nose, and 
throat operations. 

(;. H. MatHEwson and H. McKEE—9:00. Eye clinic. 

Dr. HARVEY—g:00. Remedial gymnastics. 

F. J. Tres and F. B. Gurp—Fracture clinic. 

S. Parcu and R. E. Powett—z:00. Genito-urinary 
‘sons prostatectomy, pyelitis, kidney function 
in urologice] operations. 


H. D Hamitton and R. H. Cratc—z:00. Far, nose and 
throat clinic 

G. H. Matrnewson and H. McKEe—2:00. Eye clinic. 

H. M. Littte and Dr. Patrick—2:00. Gynecological 
clinic. 

A. M. Forses and J. A. NutTER—2:00. Orthopedic clinic. 


WESTERN GENERAL HOSPITAL 


F. R. ENGLAND—Modern treatment of fractures. 

J. A. SprincLt—e—General surgery. 

GEORGE Fisk—Treatment of fractures by mobilization 
and massage. 

C.C. Gurp, Lorne, Gitpay and J. J. Irven—Gynecologi- 
cal clinics, operations, and demonstration of cases. 

F. Grtpay—Orthopedics. 

F. J. Hackett—Treatment of wounds. 

R. Scorr—Treatment of burns. 

R. H. Craic—Foreign bodies in the bronchus. 

R. A. Kerry and A. BRAMLEY-MoorE—Ophthalmological 
clinics. 

CALvin Ross—X-ray demonstrations. 

GerorcE D. Rosins—Neurological cases. 

A. H. McCorpick—Surgical pathology. 


HOTEL DIEU 


A. Marten, E. St. Jacgues, D. Hincston, and Z. 
Ruftume—General surgery. 

Demonstration of the value of the Ambard test in the 
evaluation of kidney function, followed by operations on 
the kidney. 

Treatment of cervical adenitis by the Calot method. 

Value of X-ray examination in the diagnosis of gall- 
stones, with operation on the gall-bladder. 

. Value of X-ray examination in the diagnosis of renal 
stone, with operation on the kidney. 

Sponging and curetting of the pleura as shortening the 
convalescence of empyema. 

Particulars in gynecological technique. 

Blood transfusion by arteriovenous anastomosis. 


NOTRE DAME HOSPITAL 


O. F. Mercter, B. S. BourGceots, and Dr. PArizeau— 
General surgery; operative clinics and demonstrations; 
treatment of fractures; surgery of the kidneys; pros- 
tatectomy; hypertrophy of the prostate; treatment 
of burns by tincture of iodine. 

L. pe L, Harpwoop—Gynecological clinic; preparation of 
patients for major operations; me dical treatment of 
inflammatory conditions of the pelvis. 

A. A. Foucner—Eye clinic; operations and demonstra- 
tion of cases; optic neuritis (choked disc) in relation to 
brain disease 

EvuGENE PANNETON—Roentgentherapy in some diseases 
of women; in particular, fibroids of the uterus and 
metrorrhagia. 


HOSPITAL STE. JUSTINE FOR CHILDREN 


Dr. Frerron—General surgery: operations and demon- 
stration of cases. Congenital deformities of the 
genital organs. 


CHILDREN’S MEMORIAL HOSPITAL 


A. M. Fornes—General surgery and orthopedics in 
children. 
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PRELIMINARY PROGRAM OF EVENING SESSIONS 


Presidential Meeting, Monday, October 11 


Address of Welcome: GeNERAL Str ARTHUR WILLIAM CurriE. G.C.M G., K.C.B., LL.D., Montreal. 

Address of retiring president: WILLIAM J. Mayo, M.D., Rochester, Minn. 

Inaugural Address: GeEorGE E. ARMSTRONG, M.D., Montreal. 

Introduction of foreign guests: BERKELEY Moyninan, Leeds; Str Witttam Taytor, C B., Dublin; 
Mr A Cartess, C BE, Essex 

Ricut HONORABLE Str AUCKLAND GEDDES, British Ambassador to the United States 

Str BerkeLtey Moyninan, C.B., M.S., F.R.C.S., Leeds: The John B. Murphy Oration on Surgery. 


Tuesday, October 12 


SympusiuM: In estinal Obstruction. 
J. M. T. Finney, M.D., Baltimore: Acute Intestinal Obstruction. 
Harvey B. Stone, M.D., Baltimore: The Toxic Agents Developed in the Course of Acute Intestinal 
Obstruction and Their Action. 
LeGranp Guerry, M D., Columbia: The Pre-operative Treatment of Intestinal Obstruction. 
Rupotpn Maras, M.D., New Orleans: The Treatment of Postoperative Ileus with Special Refer- 
ence to Tympanite; as a Defensive Phenomenon 
Joun E. Summers, M.D., Omaha: Enterostomy in the Treatment of Acute Intestinal Obstruction. 
Cuarves H. Peck, M.D., New York: Obstruction of the Colon and Lleocolic Junction. 
Symposium: Blood Transfusion. 
Netson M. Percy, M.D., Chicago: Blood Transfusion in Chronic Anemias. 
Lintan K. P. Farrar, M.D., New York: Acidosis in Operative Surgery and Its Treatment by Glucose 
and Gum Acacia Given Intravenously. 
Discussion: L. Bruce Ropertson, M.D., Toronto; Jos—epH ERLANGER, M.D., St. Louis. 


Wednesday, October 13 


Crarence L. Srarr, M.D., Toronto: Reconstruction Surgery and Its Application to Civilian Practice. 
Discussion: Jor, E. Gotptuwairt, M.D., Boston; NATHANIEL ALLISON, M.D., St. Louis. 
Symposium: Cancer of the Uterus. 
Wittram P. Graves, M.D., Boston: Present Status of the Treatment of Operable Cancer of the 
Cervix Uteri 
WiiuiAM S. Strong, M.D., New York: The Present Position of Radium in the Study and Treatment 
of Uterine Cancer. 
Discussion: Rospert B. GREENOUGH, M.D., Boston; Howarp Canninc Taytor, M.D., New York; 
Joun G. Ciark, M.D., Philadelphia. 
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